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Especially effective when 
used preoperatively 


SALICYLATE 


(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


As one clinician states: “‘Blood loss may be hidden 
temporarily after closure of the thoracic or abdominal 
cavities, even though drains are in place. Obstruction to 
outflow through these drains can occur, and bleeding 
is not apparent. 

‘There are certain clinical situations in which pro- 
longed and profound oozing of blood may occur.” 

Adrenosem has proved effective in more than 200 
clinical disorders in the control of oozing and bleeding. 
It is used routinely, preoperatively and postoperatively, 
in thousands of hospitals. | 


Supplied in ampuls, tablets and as a syrup. 
Write for comprehensive, illustrated brochure 

describing the action and uses of Adrenosem Salicylate. 
“U.S. Pat. 2581850; 2506294 


1. Dripps, R.C.: Hazards of the Immediate Postoperative Period, 
.J.A.M.A, 7:795 (Oct. 19, 1957). {This reference reviews postoperative 
hazards, and does not refer to Adrenosem Salicylate}. 
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THEM 


WHINE LAMINEX® Needles actuaity tast 2 to 4 times longer than ordinary hypodermic 


needles, without resharpening...without wear or breakage. Reason: ViM® Brand and only ViM 
uses LAMINEX Stainless Steel with the exclusive longitudinal molecular structure that makes 
possible “high-carbon” sharpness plus stainless steel flexibility and toughness! 


VIM Clear Barrel Interchangeable Syringes continue to give perfect service 


long after ordinary ground-barrel syringes must be discarded because of erosion and “back- 
fire” leakage. Only Vim Clear Barrel Syringes are available with no-leak glass tips as well as 
Luer lock and Luer metal tips. And only Vim Clear Barrel Syringes are truly interchangeable... 
eliminate all matching of plungers and barrels. 


Why not specify WHEVE ... and save? 
*Reg. U.S. Pat. Off. —S. & R. J. Everett Co., Ltd. 


Producers of Davis & Geck Brand Sutures 
and Vim Brand Hypodermic Syringes and Needles. 
In Canada Distributed by North AmericayC yanamid Ltd., Montreal 16, P.Q. 
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(Penicillin V Potassium, Lilly) 


stability plus solubility provides greater absorption 


-—twice as much absorption of penicillin as from buffered — 
potassium penicillin G given orally. 
Greater total penicillemia is produced by 250 mg. ‘V-Cillin K’ 

tid. than by 600,000 units daily of intramuscular procaine pen- 

icillin G. Also, high serum levels are attained more quickly 


"These unique advantages of ‘V-Cillin K' assure maximum peni- 
cillin effectiveness, and dependable therapy, for penicillin- 
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with new ora penic Title 
Scored tablets of 125 ana 250 mg. (200,000 and 400,000 units) 
Quaity /inTEGRITY 
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Kenneth B. Babcock, M.D., director of the Joint Commission on Accreditation, 
discusses the post, present and future of that organization in an interview 


beginning on page 37. Photo by Robert McCullough. (Other picture credits 


on page !06.) 
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discovered by Abbott Laboratories 
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(Ristocetin, Abbott) 


A new, important antibiotic, SpPoNTIN, is now being made available—in limited 
supply—to the medical profession. 

Discovered and developed by Abbott Laboratories, Spontrn proved highly 
effective—even lifesaving—in clinical trials with patients in whom other anti- 
biotics had failed. 

Because of intricate and technical production problems, only a limited sup- 
ply of SponTrn is available currently. But, as soon as these problems are solved, 
SPONTIN will be offered to all hospitals. 

For, essentially, SponTIn is a drug for hospital use—for patients who are 
seriously ill, or even dying, from organisms that have become resistant, to present- 
day therapy. 

In its present form SponTIN is administered intravenously, using the drip 
technique. The required dosage is dissolved in 5% Dextrose in water and adminis- 
tered in 35 to 40 minutes. 

You'll find Spontin effective against a wide range of gram-positive coccal 
infections. And especially in those dangerous staphylococcal problems that resist 
other antibiotics. Some of the important therapeutic points include: 


1) successful short-term therapy for acute or subacute endocarditis 

2) new antimicrobial activity—no natural resistance to SPONTIN was found in tests 
involving hundreds of coccal strains 

3) antimicrobial action against which resistance is rare—and extremely ) difficult to 
induce 


4) bactericidal action at effective therapeutic dosages. 


SPONTIN comes as a sterile, lyophilized powder in vials representing 500 mg. 
of ristocetin A activity. While distribution is limited, your emergency needs will 
be handled by your Abbott representative, or at the 
nearest Abbott branch. Literature is available on request. Obbott 
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hospital association meetings 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1958 Annual Convention — August 
18-21; Chicago. (International Am- 
phitheatre; Palmer House) 
1959 Annual Convention — August 
24-27; New York City (Coliseum; 
Statler Hotel) 
1960 Annual ‘Convention — August 
29-September |; San Francisco (Civic 
Auditorium) 


(THROUGH DECEMBER 1958) 


American Hospital Association Midyear 
Conference of Presidents and Secre- 
taries—February 7-8; Chicago (Pal- 
mer House) 


American Protestant Hospital Association 


—February 11-13; Chicago (Morri- 
son Hotel) 

Catholic Hospital Association——June 2) - 
26; Atlantic City, N. J. (Convention 
Hall; Dennis Hotel) 


-COMPARION 
Jewett’s Famous 


THE JEWETT AUTOPSY TABLE 


The Jewett Autopsy Table is recommended by pathologists in 
all parts of the country. All stainless steel sanitary construction, 
adjustable rests and supports for any size body, movable instru- 
ment tray, choice of head rests, ease and convenience of dissection 

. these are just a few of its outstanding features. This table was 
actually designed by practicing pathologists and incorporates 
ideas from several leading members of the medical profession. 


Your first experience with the Jewett Autopsy Table will demon- 
strate that it was built to meet your requirements. 
We also invite your inquiry on custom-designed equipment. 
WRITE DEPARTMENT H 


JE 
MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 


FOR INSTITUTIONS 
Since 1849 


REFRIGERATOR 
COMPANY, INC. 


BUFFALO 13. N.Y. 


National Association of Methodist Hos- 
pitals and Homes—February 
Chicago (Morrison Hotel) 


REGIONAL MEETINGS 


(THROUGH DECEMBER 1958) 


Association of Western Hospitals— Apri! 
21-24; San Francisco (Civic Audi- 
torium; St. Francis Hotel) 

Carolinas-Virginias Hospital Conference 
—April 24-25; Roanoke, Va. (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association-—— Nov. 3-5; 
Washington (Shoreham Hotel) 

Middle Atlantic Hospital 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Mid-West Hospital Associcti Marc 
24-26; Kansas City, Mo. (Municipal 
Auditorium; President Hotel) 

New England Hospital Assembly— March 
24-26; Boston (Statler Hotel) 

Southeastern Hospital Conference—— Moy 
14-16; Miami Beach, Fla. (Hotel 
Fontainebleau) 

Tri-State Hospital Assembly—Apri! 28- 
30; Chicago (Palmer House) 

Upper Midwest Hospital Conference— 
May 14-16; Minneapolis (Minneapolis 
Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 


(THROUGH JUNE 1958) 


Alabama Hospital Association—January 
30-31; Tuscaloosa (Hotel Stafford) 
Connecticut Hospital Association—J une 
11; Berlin - (Berlin Light and Power 

Company) 

Georgia Hospital Association—February 
20-21; Columbus (Ralston Hotel) 
lowa Hospital Association—Apri| 24- 

25; Des Moines (Savery Hotel) 

Kentucky Hospital Association — Apri! 
15-17; Louisville (Sheraton-Seelbach 
Hotel) 

Louisiana Hospital Association——Morch 
20-22; Baton Rouge (Bellemont Mo- 
tor Hotel) 

Maine Hospital Association—June | 0- 
11; Rockland (Samoset Hotel) 

Massachusetts Hospital Association —— 
May’15; Boston (Hotel Statler) 

Michigan Hospital Association — June 
16-18; Mackinac Island (Grand 
Hotel) 

New Jersey Hospite!l Association— May 
Atlantic City (Convention 

all) 

New Mexico Hospital Association — 
March 9-12; Albuquerque (Hilton 
Hotel) 

Hospital Association of New York State 
——May 21-23; Atlantic City, N. J. 
(Hotel Claridge) 

Dakota Hospital Association— 
April 22-23; Fargo (Gardner Hotel) 


(Continued on page 101) 


As soon as determined, notice of your 
annual meeting at which officers are 
elected, should be mailed to the editors 
of HOSPITALS, J.A.H.A., 18 East Division 
Street, Chicago 10, Illinois. 
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have always served 
because they’re made better 


: pom long relied ACMI Hemostatic 
Catheters—characteristically 
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ACMI HEMOSTATIC 
| oh 
BAG CATHETERS 
far a chaice af cathetarc | 
When successful clinical management calls | , 
for dependable hemostasis and positive | | 
ctitioners 
in purity of latex and in every detail of 4 | 
construction. Rigid inspection assures 
accuracy in size and uniformity of inflation. ‘- 
FREDERICK J WALLACE President | 
Ameucan (ystoscope Makers, Inc. 
‘ 
8 PELHAM PARKWAY PELHAM MANOR f | 
Cais 
YOU CAN ALWAYS RELY ON ACMI 
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“THE PHARMACOLOGICAL PROPERTIES OF SUL- 
; FAMETHOXYPYRIDAZINE ARE VERY FAVORABLE 
FOR CLINICAL USE... A SINGLE DAILY DOSE 
[1 TABLET] PRODUCED PLASMA AND URINE 
CONCENTRATIONS THAT WERE GENERALLY 
ae ACCEPTED AS ADEQUATE FOR ANTIMICROBIAL 

ACTIVITY.” 
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(sulfamethoxypyridazine, Parke-Davis) 


The new Parke-Davis product, MIDICEL, represents the fulfillment of: a long quest in 
sulfonamide therapy —a long-acting antimicrobial agent that provides a sustained therapeutic 
effect with convenient low oral dosage. 


MIDICEL provides these long-sought advantages in sulfonamide therapy: 


1 tablet-a-day convenience'-*-no complicated regimens —no forgotten or omitted doses—no 
middle-of-the-night medication. 


rapid effect! prompt absorption, good tissue diffusion—rapid therapeutic blood levels. 


prolonged action'!->— therapeutic blood and urine concentrations sustained day and night on 
1 tablet a day. 


broad-range antibacterial activityexerts potent antibacterial action. Effective prolonged 
blood levels require only a fraction of the dosage usual for most other sulfonamides; especially 
valuable in urinary tract infections due to sulfonamide-sensitive organisms. 


greater safety’*—high solubility in acid urine, slow renal excretion, low acetylation and low 
dosage provide unusual freedom from crystalluria and other complications. 


References: (1) Jackson, G. G., & Grieble, H. G.: Ann. New York Acad. Sc. 69:493, 1957. (2) Jones, W. F, & Finland; 


M.: Ibid. 69:473, 1957. (3) Lepper, M. H.; Simon, A. J., & Marienfeld, C. J.: Ibid. 69:485, 1957. (4) Ross, S.: Ahrens, 
W. E., & Zaremba, E. A.: Ibid. 69:501, 1957. (5) V"alker, W. F, & Hamburger, M.: Ibid. 69:509, 1957. 


Adult Dosage: Initial (first day) dosage: 2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for 
severe infections. Maintenance dosage: 1 tablet (0.5 Gm.) daily. 

Children’s Dosage: According to weight. See literature for details of dosage and administration. 

Packaging: 0.5 Gm. tablets, quarter-scored, bottles of 24 and 100. 


4 4 PARKE, DAVIS & COMPANY * DETROIT 32, MICHIGAN 
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Stvart M. Sessoms, M.D., outlines 
the principles that were used in 
setting up the clinical research 
program at the 
Clinical Center, 
National Insti- 
tutes of Health, 
U. S. Public 
Health Service, 
Bethesda, Md., 
in his article on 
p. 44. In these 
principles em- 
phasis is placed 
on the responsi- 
bilities of the 
investigator to the human research 
subject and the knowledge he must 
have of the drugs being used. 

Dr. Sessoms has been assistant 
director of the Clinical Center 
since March 1954. 

Following receipt of a B. S. de- 
gree in pharmacy from the Uni- 
versity of North Carolina, Dr. Ses- 


_ DR. SESSOMS 


He authors 


soms earned his M.D. degree at the 
Medical College of Virginia. He 
accepted an internship at the U. S. 
Public Health Service Hospital, 
Baltimore, and became a commis- 
sioned officer of the Public Health 
Service. Between 1950 and 1953 
he completed special training in 
internal medicine, allergy, and 
cancer research at the U. S. Public 
Health Service Hospital, Balti- 
more, at Johns Hopkins University 
School of Medicine, and at Me- 
morial Center for Cancer and Al- 
lied Diseases, New York City. 

In 1953 Dr. Sessoms was as- 
signed by the National Cancer In- 
stitute to work in its new clinical 
program at Bethesda. 

Dr. Sessoms is a member of the 
American Medical Association and 
of the Association of Military Sur- 
geons of the United States. He is 
also a diplomate of the American 
Board of Internal Medicine. 


DECIDE FOR YOURSELF 


Information and demonstra- 
tions to show the efficiency of 
Diack Controls (or any other 
sterilizations indicators) are of 
little value unless performed in a 
regular hospital autoclave. 


Such tests should be carried out 
under normal operating routine— 
not in special apparatus which has 
a fast rise in steam pressure. The 
latter tests give results which may 
well be misleading and inconclu- 
sive. 

Insist that Diacks be tested in 


your own autoclave and then de- 
cide for yourself! 


SMITH & UNDERWOOD, Royal Oak, Michigan... 
Sole manufacturers of Diack Controls and Inform Controls 
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Jane Hartman outlines procedures 
that may be used in setting up 
dietary budgets in smaller hospi- 
tals without 
professionally 
qualified die- 
titians in her 
article on p. 84. 

Miss’ Hart- 
man is food 
service special- 
ist for the 
Project for Im- 
proved Person- 
nel and Dietary 
Administration, 
Connecticut Hospital Association, 
New Haven. This project is a state- 
wide research program being fur- 
thered with U> S. Public Health 
Service funds. 

Miss Hartman joined the project 
well versed in hospital dietary 
operation. Prior to serving as food 
service director and consultant 
dietitian for the Maryland State 
Department of Health, Miss Hart- 
man served as chief dietitian at 
Sinai Hospital of Baltimore and 
at Torrance (Pa.) Street Hospital. 
She has also held dietary posts at 
the Armstrong County Hospital, 
Kittanning, Pa., and at Potomac 
Valley Hospital, Keyser, W. Va. 

Miss Hartman completed her 
undergraduate work at West Vir- 
ginia University, Morgantown. She 
earned her M.S. degree at Drexel 
Institute of Technology, Philadel- 
phia. 

Julien P. Price, M.D., a pediatrician 
in Florence, S. C., for three dec- 
ades, examined “The Health of the 

Nation” by con- 
sulting with 80 
of his colleagues 
from every 
walk of medical 
life. He asked 
them three 
questions: 

l. What are 
a the factors that 

brought 

‘DR. PRICE about the great- 

est changes in 

medicine and in the health of our 
(Continued on page 100) 


MISS HARTMAN 
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INSERT A CARD 


| 
ft. 
sou NEW! 
ei 
all-patient 
3 identification 
bands my | 
d 
Revolutionary one-piece design Card holds all information recom- 
of white, non-toxic plastic mended by American Hospital Assn. | 
No tools or small parts to handle Adul’ rds in white; children’s 
@ Aren band is strong, supple and in pina, blue, and white og 
* simple to apply © Tamper-proof snap defies 
@ Clear “picture-window”™ card holder by patient Pry 
a SEND FOR FREE SAMPLES NOW ; 
WILL ROSS, INC., Milwaukee 12, Wisconsin, Dept. 
+’ Please send me ication Ba descriptive literature and price lists on the a 
e General Office: Mitwaukee 12, Wisconsin 
Atianta 3, Georgia + Cohoes, New York Oallas 7, Texas Minneapolis, Minn. - 
Manufacturers and Distributors of Hospital and - | 
Sanatorium Equipment and Supplies Since 1914 


ADJUST THE STRAP ...AND SNAP! 
All-in-one 
design 
Patent Applied For 
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CONTROLLED ENVIRONMENT... 


Last summer, while the nation’s Capital swel- 
tered in 101° heat and high relative humidities, 
surgeons at Providence Hospital operated under 
optimum thermal conditions and sent patients 
to a perfectly conditioned post-operative recov- 
ery room. Cardiac patients and other seriously 
ill persons were spared the dangerous strain of 
adjusting to such weather extremes. 

In fact, any room in the building could have 
the benefit of the exact “climate” needed -for 
his health and comfort. 

In every respect, Providence Hospital justi- 
fies its selection as a “Modern Hospital of the 
Year.” The impressive 350-bed institution in- 
cludes all departments, research facilities, spe- 
cial treatment rooms, a complete diagnostic 
outpatient clinic, nurses’ home, lecture halls 
and classrooms. It is shaped and oriented to 
afford a panoramic view of Washington from 


- each bedroom and from the solarium on each 


floor. Every patient’s room receives some direct 
sunlight. 
_Of special importance is the fact that Provi- 


dence is equipped to use the full potential of 
its air conditioning. A Johnson Pneumatic Sys- 
tem of individual room temperature control 
provides thé necessary flexibility to meet each 
one of the building’s varied temperature and 
humidity requirements. 


For the patient, this means better care. For 
the staff, it means consistent, year ’round com- 
fort and added energy. For the management, 
it means greater overall efficiency, a continu- 
ously high census and virtually waste-free heat- 
ing and cooling operation. 

The simple, practical way to provide any 
building with the rewards of this kind of con- 
trolled environment is with a Johnson Pneu- 
matic Control System. Johnson experience ‘in 
temperature control began with the invention 
of the thermostat and includes the installation 
of control systems in the nation’s better build- 
ings of all types and sizes. This unmatched 
experience is available to you through any of 
Johnson’s 105 branch offices. Johnson Service 
Company, Milwaukee 1, Wisconsin. 


The Providence Hospital and Nurses’ Home, Washington, D.C., Faulkner, Kingsbury & Stenhouse, architects; Maurice $. May, associate architect; 
Wilberding Co., Inc., mechanical engineer; Chas. H. Tompkins Co., general contractor; Norair Engineering Co., mechanical contractor; all of Washington. 
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Even on the hottest days, patients at Provi- 
dence Hospital enjoy such amenities as the 
 golarium on every floor. The Johnson Pnev- 
matic Control System assures ideal thermal 
conditions in each room at all times. 


: 4 Comfortable working environment helps 
the staff perform more efficiently, encour- 
ages better care and service. 


Rigid contro! of temperatures and humidities in 
operating rooms is used to conserve patients’ 
strength and helps prolong lives. Fatigue of the 
surgeon and his assistants is reduced. 


JOHNSON CONTROL 


PNEUMATIC SYSTEMS 
DESIGN * MANUFACTURE + INSTALLATION * SINCE 1885 
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BASIC TO BETTER 
PATIENT CARE 


As fundamental to patient care and safety 

as taking a pulse count, Hard’s new ElectroMatic 
Bed 1496PG makes the convenience of nurse-saving 
automation a reality. Just flick 


Available separately or with these Hard Room Groups 


Ask Your Hospital Supply Dealer or Write 


HAR MANUFACTURING 
COMPANY 


117 TONAWANDA STREET 
‘BUFFALO 7, NEW YORK 


NEW HARD ELECTROMATIC BED 1496PG 


| 


Granada Group Sutton Group Omega Group 


D-H POWER UNIT 
FOR AUTOMATIC | 
GATCH OPERATIONS 
IS OPTIONAL 


a switch and the entire spring moves 

smoothly and silently to any desired height, with 
the added safety of limit switches to cut off the 
motor at peak High or low. 


Makes 350 Quality 
Hospital Products 

Patient Comfort and 

@ Nursing Convenience 
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WHAT HAPPENED DURING 19577—A 
review of the 1957 happenings of 
importance to the hospital and 
health field is presented beginning 
on p. 96. 


> REPORT FROM WASHINGTON—-Con- 
gressional and administration 
leaders are discussing the prob- 
lems inherent in trying to finance 
a full-fledged defense program 
while still providing money for 
essential domestic services. 

There has been some discussion 
of the possibility of reducing fed- 
eral assistance for some health 
and welfare programs. Some strong 
opposition to this proposal has also 
been voiced. Details p. 94. 

@® The American Hospital As- 
sociation’s Washington Service 
Bureau program for 1958 has béen 
announced. Matters relating to 
“medicare,” health care of the 
aged, Hill-Burton, nursing, and 
public assistance are among the 
areas with which the bureau will 
be concerned. Details p. 94. 

@A leveling off in admissions 
to practical nurse training pro- 
grams over the past 10 years has 
been noted by the U. S. Office of 
Education. Details p. 95. 

@® The Veterans Administration 
has announced that it is launching 
a nation-wide nurse recruitment 
campaign on a local basis to meet 
the “urgent need for nurses in 
VA hospitals.” Shortages have 
been reported in some 70 VA hos- 
pitals with the lack especially 
critical in Chicago, New York 
City, Los Angeles, and Ann Arbor, 
Mich. 


} BLUE CROSS RATE INCREASE HEARINGS 
set—Hearings on a 23 per cent in- 
crease in Blue Cross subscriber 
premiums proposed by the Blue 
Cross Plan serving the Pittsburgh 
area (Capital Hospital Services) 
are to be held this month by the 
office of the Pennsylvania insur- 
ance commissioner. 

Robert M. Sigmond, executive 
director of the Hospital Council 
of Western Pennsylvania, stated 
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digest of NEWS 


that “since no change in subscriber 


benefits or method of hospital re- 
imbursement is involved, the pub- 
lic hearings will probably focus on 
rising hospital costs and utiliza- 
tion.” 

The proposed increase, if put 
into effect, would pertain to all of 
the 721,000 Blue Cross members in 
central Pennsylvania, except those 
enrolled under special contracts 
negotiated with employers and 
unions. 


} AHA CONTRIBUTES $5000 TO ACHA 
PROGRAM—The American Hospital 
Association has contributed $5000 
to the American College of Hos- 
pital Administrators First Con- 
gress on Administration. The 
congress, scheduled for Feb. 9-11 
in Chicago, is being held in com- 
memoration of the college’s 25th 
anniversary. 


TORNADOES SWEEP SOUTHERN ILLI- 
NoIs—Nine persons were killed 
and approximately 100 injured in 
a series of tornadoes that swept 
southern Illinois, western Indiana, 
and northern Missouri on Dec. 18. 

Murphysboro and Mt. Vernon, 
Ill., were the most heavily hit 
communities. It was reported that 
flames endangered St. Andrews 
Hospital, Murphysboro, while the 
hospital was crowded with storm 
casualties. Some of the casualties 
were transferred to Carbondale, 
Ill. 

Thirty storm victims, two of 
them reportedly in critical con- 
dition, were treated in the emer- 
gency room of Good Samaritan 
Hospital, Mt. Vernon. 

A spokesman at Jefferson Me- 
morial Hospital, Mt. Vernon, said 
10 persons had been hospitalized 
there. 


Worth Quoting 


Appeals were made for all avail- 
able doctors and nurses to report 
to hospitals as soon as the tor- 
nadoes struck. Equipment and per- 
sonnel from a number of sur- 
rounding towns were brought into 
the disaster area. 

Mt. Vernon’s electric power sys- 
tem was put out of commission by 
the storm and telephone service 
was disrupted. Heavy rains and 
darkness hampered rescue efforts 
in more than a dozen communities 
lashed by the storms. 

James H. Irwin, administrator 
of Monmouth (Ill.) Hospital, 
visited the tornado-struck area to 
determine for the Illinois Hospital 
Association whether the associa- 
tions’ proposed state-wide disaster 
plan would have worked under the 
conditions which prevailed in the 
downstate communities. 


> CONSTRUCTION UP IN 1958—Private 
hospital and institutional construc- 
tion put in place in 1958 will have 
an estimated value of $590 million, 
an increase of 17 per cent over the 
1957 figures. 

Public hospital and instituésional 
construction put in place in 1958 
will have an estimated value of 
$340 million, an increase of 3 per 
cent over 1957. ’ 

The estimates were made by the 
federal Bureau of Labor Statistics. 


> REPORT SHOWS 6700 FOREIGN DOC- 
TORS STUDY IN U.S.—More than 6700 
foreign physicians were taking ad- 
vanced medical training in U. S. 
hospitals in 1956-57, it was re- 
ported in the Journal of the 
American Medical Association. In- 
formation for the report was gar- 
nered from a survey conducted by 
the Institute of International Edu- 
cation and AMA. 


“... A good hospital administrator is one who can tie his respective 
departments together to present a smooth-functioning, forward-looking 
hospital which is ready to evaluate and accept suggestions for improve- 
ment ...”’—Major General George E. Armstrong, (ret.), vice chancellor 
for medical affairs, New York University, at commencement exercises, 


Army Medical Service School, Fort Sam Houston, Tex., June 24, 1957. 
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The foreign physicians, who 
came from 88 countries, were serv- 
ing internships or residencies in 
797 American hospitals; 4753 were 
residents and 1988 were interns. 
They were distributed in 44 states, 
the District of Columbia, Hawaii, 
and Puerto Rico; approximately 
25 per cent of all the foreign doc- 
tors were in New York State. 

More than one-third of the 


foreign physicians came from Far 


Eastern countries. 


portedly were studying medicine, 
the report stated. 


> MENNINGER CRITICIZES MENTAL HOS- 
PITALS —Government-run mental 
hospitals in America are disgrace- 
ful “human warehouses,” Dr. Will 


Menninger, secretary of the Men- - 


ninger Foundation, said before a 
meeting of the Associated Press 
Managing Editors Association. 
“Sixty per cent of their popula- 
tion never comes out alive,” Dr. 


the mental hospital situation in 
this country. 


} RATE FOR CARE OF CRIPPLED CHILDREN 
UP IN OKLAHOMA—Oklahoma hos- 
pitals will be paid $18.43 a day 
for treatment of Oklahoma Com- 
mission for Crippled Children 
beneficiaries. 

The ceiling in 1956 was $17.22, 
the commission stated. Since the 
commission has no more money to 
spend this year than last, the new 


hospital days of care the commis- 
sion can afford to buy. This is the 
ninth consecutive ,ear the maxi- 
mum reimbursable rate has gone 
up; the state association reported. 
The rate was $9.10 a day in 1949. 


a Of approximately 10,000 Ameri- Menninger said. He called on the ‘ates mean that fewer children 
e cans studying abroad, 2056 re- press to enlighten the public about §©@n be hospitalized under the com- 
‘a mission program, the Oklahoma 
| State Hospital Association re- 
| 

o | It is expected to bring a 12 pe 
i‘ a cent reduction in the number of 


Vaccine\)\ is the FIRST 
preventive step. 
NOW \environmental disinfection 
is imperative. 


When the Asian Flu Virus hits the 


hospital, its spread will be rapid and 
relentless. Disinfection of patient rooms 


» 


> SUIT AGAINST MICHIGAN HOSPITAL 
ASSOCIATION DISMISSED—The Michi- 
gan Hospital Association, Allegan 
County Medical Society, and the 
Michigan State Medical Society 
have been dismissed as defendants 
in a case brought Jan. 17, 1955, in 
which these organizations and the 
Allegan (Mich.) Health Center 
were charged with conspiracy in 
preventing a doctor from using the 
center’s facilities. 

Dr. William Kopprasch, the 
plaintiff, charged that the four 
groups had conspired to bar him 
from the center in 1948 when his 
license to practice medicine was 
reinstated (it was revoked in 
1943). The court found that he had 
not properly filed an application 
to practice at the hospital in 1948 
and denied Dr. Kopprasch a tem- 
porary injunction to allow him to 
practice there because of his fail- 
ure to comply with the hospital’s 
bylaws. 

The issue now before the court, 
H. Allan Barth, executive director 
of thé Michigan Hospital Associa- 
tion reported, is whether the 44- 
bed Allegan Health Center is a 
public or private hospital. Should 
the court find that the hospital is 
a public institution, the board of 
trustees will not have the authority 
445 PARK AVENUE, NEW YORK 22, N.Y. 

to prescribe rules governing the 
SPECIALISTS IN ENVIRONMENTAL ASEPSIS appointment of its medical staff, 


Mr. Barth stated. 
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and public areas is positive action 
the hospital should take to control 
spread of Asian Influenza. 


Amphy]®, O-syl®, and Lysol® kill the 

Asian Flu Virus. These wide spectrum 
, Lehn & Fink disinfectants also 

kill infectious organisms which 

cause feared secondary complications 

of Asian Influenza. 3 


If you would like definite suggestions for 
disinfection procedures, please write: 


Lehn & Fink ¢ Professional 


PRODUCTS CORPORATION 
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; No need to add an expensive labor step with a 
s conductive floor wax—no complicated routines to 
- follow. Just mop your conductive floors regularly, 
using this tested, approved cleaner specially de- 
; veloped in Hillyard laboratories for hospital con- 
| deakbes floors. Loosens and removes the soil with- 
‘ out harsh scrubbing. Tests show 99.2% grime 
removal—cuts cleaning time as much as half. 
Even more important, it deposits no insulating 
film or soap scum. Regular use of CONDUCTIVE 
FLOOR CLEANER can actually improve the floor’s 
conductivity. 


The Hillyard “Maintaineer ®” will be glad to show you 

time-saving treatment techniques for ALL floors in your 

hospital. Consider him your own trained floor care specialist, 
“On Your Stoff, 

Not Your Payroll” 


ST. JOSEPH, MO. 


U.S.A. 
Passaic, N. J. 
San Jose, Calif. 


Branches ond Worehouse Stocks in Principal Cities 
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HILLYARD FLOO 
saves halt 


simple mopping with fbyard Conductive Floor Cleaner 


: keeps Your O. R. Floor clean and SAFE 


Use Hillyard H-101 disinfectant after cleaning. 
Provides lasting effect. Does not harm con- 
ductivity; requires no special or extra treatment. 
May be used in CFC rinse water. 


It’s the only floor cleaner to carry this U/L 
listing. Tests prove it holds floor conductiv- 
ity well within the range prescribed by 
NFPA Code No. 56. 


NOW PROVED SAFE—Non-damaging to every type con- 
ductive floor. Recommended by leading flooring manufac- 
turers to keep their floors conductive after installation. 


MAIL COUPON TODAY 
| HILLARD, St. Joseph, Mo. Be. 
C) Please send me full information on the simplest ond 
most effective way to keep my conductive floors 
conductive. 
Please hove the nearby Hillyard Maintaineer make oa 
FREE survey and recommend treotments for my floors. 
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DARNELL 


HOSPITAL CASTER With 


The rubber used in this expanding adapter 
has a very high compression ratio. The 
adapter can be left in the tubing for long 
periods of time, yet will retain its elasti- 
city, releasing easily. It is so designed to 
support the bed tubing eliminating undue 
strain on the metal—contacting the tub- 
ing at two points giving perfect alignment. 
A size“for every popular bed tubing— 
round; from %" to 1.9" i.d. Square: |" to 
2" id, Easily installed with just a few turns 
of the hex nut. 


Darnell Casters and Wheels 


Always ~ 
and 


the yellow peges of 


directory 


FOR YOUR FILES 


DARNELL CORPORATION, 


DOWNEY (LOS ANGELES COUNTY) 
60 WALKER STREET, NEW YORK 13, NEW YORK 
36 NORTH CLINTON STREET, CHICAGO 6, ILLINOIS 


gfinions and ideas 


Chicago ordinance 
helps relieve race bias 


TO THE EDITOR 
Dear Sir: 


You are to be congratulated for 
the excellent summary contained 
in the October 1 “Law in Brief” 
column reviewing recent legisla- 
tion in Chicago and Illinois aimed 
at prohibiting racial and religious 
discrimination by hospitals in the 
admission and care and treatment 
of patients. 

However, the final paragraph of 
this summary may prompt a reader 
to draw unwarranted inferences as 
to discriminatory practices by Chi- 
cago hospitals. Prior to the enact- 
ment of the Chicago ordinance, 
substantial statistical evidence was 
presented to the City Council that 
racial discrimination was preva- 
lent in the majority of Chicago 
voluntary hospitals. The mere fact 
that to date no court case has been 
brought under either the Chicago 
ordinance or the state law does not 
warrant the conclusion that Chi- 
cago hospitals have been free from 
discriminatory practices. 

Since passage of the Chicago 
ordinance in March 1956, 12 com- 
plaints have been received by the 
Chicago Commission on Human 
Relations, which is charged with 
the ordinance’s enforcement. Of 
the 12 complaints, 2 alleged segre- 
gation and 10 alleged discrimina- 
tion in admission or treatment at 
the hospitals concerned. Several 
hospitals were the subject of more 
than one complaint each. 

True, no prosecutions have re- 
sulted from these complaints. 
Nevertheless, that should not im- 
ply no discrimination occurred. 
The gathering of the necessary 
legal evidence to prove discrimi- 
nation in a quasi-criminal prosecu- 
tion is a subtle and complicated 
process, particularly where hos- 
pital practices are involved for 
that often requires interpretation 
of medical diagnosis and judg- 
ment. 

The recently enacted laws have 
had some salutary effects. Some 
hospitals have eliminated their 
prior discriminatory practices in 


order to conform to the law, par- 
ticularly in treating emergency 
cases.—JOSEPH MINSKY, Chicago 
Staff Counsel, American Jewish 
Congress. 


Hospital finds pension 
plan reduces turnover 


TO THE EDITOR 


| Dear Sir: 


In the September 16 issue of 
HOSPITALS, I read with a great 
deal of interest John Hayes’ article 
on the new provisions of the 
Association-sponsored retirement 
program, which is underwritten by 
the National Health and Welfare 
Retirement Association, Inc. 

I thought you would be inter- 
ested in learning that since Miami 
Valley Hospital adopted the re- 
tirement association’s Plan C on 
Jan. 1, 1950, we have had a steady 
reduction in employee turnover. 
Our present annual percentage of 
employee turnover is 52 per cent, 
the lowest in more than 20 years. 

While many factors are involved 
in this decrease in employee turn- 
over, we believe the pension and 
retirement program is a major 
consideration. Prior to the adop- 
tion of the program, our employee 
turnover rate annually was in ex- 
cess of 100 per cent.—FRANK C. 
SuTTON, M.D., director, Miami Val- 
ley Hospital, Dayton, Ohio. 


More requests for reprints 
of symposium on infections 


TO THE EDITOR 
Dear Sir: 

I would like to order 24 copies 
of “Control of Staphylococcal and 
Other Infections in Hospitals” 
published in the June 16, 1957 
issue. Our medical staff is very 
much interested in this article and 
I think it is very informative and 
well done.—Rutu A. Rusy, ad- 
ministrator, Little Falls (N.Y.) 
Hospital. 

Editor’s Note: A special reprint 
booklet has been prepared to fill 
the numerous requests for this 
article. Copies are still available 
at 15 cents each from HOSPITALS, 
J.A.H.A. 
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Electron oteriliZed surcicar cur 


This symbol is the trademark of 
Ethicon, Inc. for electron beam 
sterilization. it identifies ETHICON 
electron sterilized surgical gut 
and is your guarantee of maximum 
strength, pliability and sterility. 
Copyright Ethicon, inc. 1957 


ETHICON 
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...With added safety sealed in 


Absolute sterility—a prime concern of all members of 
the Surgical Team—is unfailingly achieved by bombard- 
ment of ETHICON surgical gut in its final sealed con- 
tainer by highly accelerated electrons. The electron 
beam “dose” is 40% greater than required to destroy 
the most resistant spore-forming organisms, yet has 
negligible effect on non-living collagen sutures. 
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Now you can 


SAFEGUARD 
EVERY 


for less than 3¢ a day! 


New Chieftain Identification Bracelets— 


e Are easily applied in 5 seconds— 


e Require no special tools, fasteners, rivets of any kind— 
e Fulfill all A. H. A. recommendations— 
¢ Minimize mistakes. 


The many advantages of all-patient identification are now a practical, 
economical reahty for every hospital! 


The new Chieftain Bracelet System is simplicity itself, and the cost 
is negligible—less than 3¢ a day for the average 7-day hospital patient. 
Each bracelet comes ready-to-use—-no pieces to assemble — 
no tools to be used. Just push-pull—the patented, 
tamper-proof clasp locks instantly and permanently. 


Made of soft, strong polyethylene, Chieftain Bracelets come in adult 
and infant sizes. There’s plenty of room for whatever data your 
hospital requires on the double strip identification cards— 
patient's name, fingerprint, admission number, etc. 


This is an example of American’$ unceasing effort to help make your 
job easier, more efficient, and at lower cost to you and your patients. 


Your American Representative will be happy to show you how easily and 


economically you can put the new Chieftain system 
to work in your hospital. 


Amer ican Hospital Supply corporation 


General Offices: Evanston, Illinois 
New York © Chicago « Kansas City * Dallas * Minneapolis « Atlanta 
Washington Los Angeles San Francisco Columbus 
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service from headguantens 


Ministers and social security 
Are ordained ministers who may be 
working for hospitals or other church- 


related institutions covered by sdcial 
security? 


An ordained minister is and al- 
ways has been covered by social 
security under the same cncum- 
stances as other people if his work 
is not “in the exercise of his minis- 


try.” If the work is “in the exer- - 


cise of his ministry,” he has at all 
times been excluded from cover- 
age, except that beginning with 
1955 he has had the option of elect- 
ing to be covered as though he 
were self-employed. 

There is obviously great diffi- 
culty in determining what work is 
and what is not “in the exercise of 
his ministry.” The “ollowing ex- 
pMnation has been given me un- 
officially by an attorney with the 
Department of Health, Education, 
and Welfare: ; 

“Services performed by an or- 
dained, licensed, or commissioned 
minister in the exercise of his 
ministry are excepted from em- 
ployment under the provisions of 
section 210 (a) (8) (A) of the Act. 
The duties of a minister which are 
considered in the exercise of his 
ministry include: 

“1. the ministration of sacer- 
dotal functions and the conduct of 
religious worship; 

“2. the performance of service 
in the employ of a religious or- 
ganization under the authority of a 
church or church denomination if 
such service is in the controi, con- 
duct; and maintenance of the re- 
ligious organization by which he 
is employed; and 

“3. the performance of service 
for any employer pursuant to the 
assignment or designation by his 
church or church denomination. 

“The point of reference in the 
first of the categories describing a 
minister’s duties in the exercise 
of his ministry is in the character 


The answers to these questions should not be con- 
strued as being legal advice. Hospitels with legal 
problems ore advised to consult their own attorneys. 
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determining factor 


of services performed by him, in 
that it pertains to the services or- 
dinarily associated with ecclesias- 
tical responsibilities. 

“In the second category the em- 
phasis is upon the identification of 
the employing entity as a religious 
organization. The standards for 
determining whether or not the 
employer is a religious organiza- 
tion are those used in classifying 
organizations for purposes of in- 
come tax exemption. The condition 
that the organization be under the 
authority of a church or church 
denomination is met if the organi- 
zation is organized and dedicated 
to carry out the tenets and prin- 
ciples of a recognized faith in ac- 
cordance with the requirements or 
sanctions governing the creation of 
institutions of that faith. 

“The third category characterizes 
the services as being in the exer- 
cise of his ministry if the minister 
is offered by his ecclesiastical su- 
periors to perform the services. It 
is applicable primarily to ministers 
in the hierarchial denominations. 
In these situations the organization 
to which he is assigned need not 
be a religious organization and the 
services need not even pertain to 
religious activities in the com- 
monly accepted sense. The sole 
is that the 
minister was assigned by his 
church to perform the services and 
did so pursuant to the assignment.” 

“If an ordained minister desires 
social security coverage and has 
any doubt that he is covered as 
an employee, he should have filed, 


‘and may still file for 1956 and sub- 


sequent years, the waiver certifi- 
cate under Section 1402 (e) of the 
Internal Revenue Code. This has 
the effect of treating as earnings 
from self-employment, for social 
security purposes, his earnings 
from any work that may be de- 
cided to have been “in the exercise 
of his ministry.”” He should be 
aware, however, that the waiver 
once filed is irrevocable, and that 
on any self-employment income 
he must pay the whole social 
security tax, at one and one-half 


~ thmes the rate paid by employees. 


SpeciaPf relief legislation passed 
in 1957 protects in most cases the 
social security credits of minis- 
ters who mistakenly paid taxes in 
1955 and 1956 as employees in- 
stead of as self-employed persons, 
provided there is no claim for re- 
fund of the taxes mistakenly paid. 

—ALANSON W. WILLCOX 


Furnishing the chapel 


Our hospital is considering equip- 
ping a nonsectarian chapel. Can you 
give us an idea of the basic essential 
equipment we would need? 


From my observation, a chapel 
in a hospital has two purposes. The 
first is for worship—either through 
formal services or through quiet 
personal devotion. The second is 
for conferences between a clergy- 
man and members of a worried or 
bereaved family. In both instances 
privacy is needed so the chapel 
should be planned with a door that 
does not open directly into the hos- 
pital lobby or corridor but opens, 
instead, through an anteroom. If 
a small desk and telephone were 
placed in the corner of the ante- 
room it could be used as an office 
for all visiting clergymen. 

The chapel’s furnishings shoul& 
include an altar or a table which 
would serve as an altar. Some hos- 
pitals keep a bow] of flowers on the 
altar at all times, and a cross, 
crucifix and.Star of David in three 
compartments built into the altar, 
in the event of a sectarian devo- 
tional service. Chairs seem to be 
preferable to fixed pews since they 


' can be moved around for family 


conferences with a clergyman. A 
bookcase containing Bibles, prayer 
books, missals, etc., should be con- 
veniently available. The lighting 
should be such that a person can 
read, but not so bright that he is 
kept from retreating intg his own 
personal thoughts. 

Finally, I believe dignity and 
repose should be the major theme 
in the chapel decoration with 
emphasis throughout on simplicity. 

—HIRAM SIBLEY 
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smooth INDUCTION 
smooth ANALGESIA 
smooth RECOVERY 


Given in combination with an ultra short- 


Demerol drip assures smoother anesthesia, 
potent easily controllable analgesia, as well as 


more rapid and more: pleasant recovery.* 
Demerol drip, in a study of 1000 patients,* 
has shown these advantages: 
e 51 per cent less short-acting barbiturate | 
required than in controls : 
reflex irritability diminished 


minimal interference with cardiac and 
respiratory functions 
¢ smooth, rapid induction ard recovery 


The Demerol hydrochloride drip (250 mg: in 600 cc. 
dextrose 5 per cent in water or norma! saline) is started 


‘ before anesthesia is induced by the short-acting | 
barbiturate (2 to 2.5 per cent solution). Nitrous oxide 
75 per cent and oxygen 25 per cent is given after 

‘ onset of unconsciousness; the amount of Demerol is 


regulated by respiratory rate, surgical trauma. 


SUPPLIED; P 
Demerol hydrochloride, 
 @mpuls 2 cc. (100 mg.), 
(60 mg.), vials Bu 
mg. per cc.). 


Write for leaflet “Demerol hydrochi=ride. 
Intravenous Use” which discusses clinical 
on experience, technics, precautions, etc. 


| * NEW YORK 

Nowill, W.K .; and Stephen, C.R. 
(Duke Hespital): J.A.M.A., 


Demerol (brand of meperidine), trademark reg, Pat. Off. 


i176, Jan, 21, 1966. 
‘ 
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| 
AN IMPORTANT ADVANCE Covtrolled Analgesia, 
continuous |. V. DRIP 
(0.5 mg./cc.) 
| 
| 
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Completely Eliminate 
Jar Solutions, Broken Glass! 


D&G 
SURGILOPE 


STERILE STRIP PACK 


Non-Absorbable Atraumatic® Needie Suture and Pre-Cut Lengths 


>» 


THE ULTIMATE IN SUTURE PROTECTION 


e No broken glass to nick sutures, damage needie points, or invade operating field 
@ Each sterile needle suture individually sealed and protected unti! actual use... envelope pack eliminates kinks, 
delivers stronger sutures with better “hand” 


@ No solutions to maintain...no resterilization problems ee 

UNPRECEDENTED PREPARATION SPEED # 

No awkward jars or hard-to-break tubes...excessive suture handling-eliminated 

‘ e Saves time — nurse delivers D & G Surgilope SP sutures to surgeon's hand in seconds ri .- 

e New nurses learn simple preparation technic in minutes ss 


GREATER ECONOMY 
| | No more breakage in shipment or handling...easier storage ...less suture waste...no punctured gloves or glass Ae | 
in laundry aS 


Ask your Surgica/ Supply Dealer or SPD Representative about 
Da G SURGILOPE SP, a comp/ete /ine of non-absorbab/e sutures — 


Atraumatic needies and pre-cut /engths. 

Producers of Davis & Geck Brand Sutures and Vim Brand Hypodermic 
Syringes and Needles. Distributed in Canada by North American C yanamid = 7 
Lid., Montreal 16, P.Q. os 


*Trademark 
AMERICAN CYANAMIO COMPANY, 


SURGICAL PRODUCTS DIVISION, 
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in modern 
anesthesia 


@equipment 


NEW McKESSON 


CABINET MODEL 


@ Supplied with any combination of 
gases now in use. 


@ Equipped with bi-phase flow meters. 


@ Flow-rate controls mounted on front 
for utmost operating convenience. 


@ Twin Canister Absorber with 1800- 
gram baralyme capacity. 


M@ Bag-Pressure Gauge shows pressure 
of gases in circuit at all times. 


@ Direct Oxygen Button for immediate 


ae 


| oxygen under pressure. ® Stainless steel top and heavyweight 
vie @ Direct Nitrous-Oxide Button for quick ste! construction, 
Pe. _ refilling of nitrous bag. | @ Finished in green enamel, trimmed 


ll Large storage capacity in four lock- with chrome-plated parts. 


ing drawers. S Supplied with wide variety of 
accessories, 


4 
4 

4 
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Non! 


For prices, other features 
and full details, 


i write for McKesson 
N E W C A B N ET Cabinet Model literature. 
MODEL 


McKESSON APPLIANCE COMPANY ° TOLEDO. 10, OHIO 
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DESIGNED BY AND FOR NURSERY SUPERVISORS... 


THE ENTIRELY \tW ALOE INFANT INCUBATOR 


NO OTHER INCUBATOR PROVIDES SO MANY OUTSTANDING FEATURES AT SUCH REASONABLE COST 


a. s. aloe company 


World's Foremost Hospital Supplier 
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1831 OLIVE STREET 
ST. LOUIS 3, MISSOURI 
14 FULLY-STOCKED 
DIVISIONS FROM 
COAST TO COAST 


Aloe alone offers all six of these features: 


1) Explosion proof. Can be used even when 
explosive anesthetic gases are present. 


2) Easily Mobile. Permits quick transfer of baby 
from delivery room to nursery. 


3) Regulates oxygen concentration. So vitally 
important in preventing retrolental 
fibroplasia. 

4) Has completely simple one knob control. 

5) Readily accessible from top and side. 

6) Heating element and thermostat in completely 
sealed unit. Easy to remove from cabinet in 
a few minutes, should replacement ever 
be necessary. 


Mail the coupon today for illustrated 
brochure about the new Aloe Infant 
Incubator, or about the complete line of 
outstanding Aloe. nursery equipment, if you 
are planning to equip a nursery. 


A. S. Aloe Company,Dept. 10! 

1831 Olive Street, St. Lovis 3, Mo. 

| would like to receive additional information about 
[] the Aloe Infant Incubator, [] the complete line of 
Aloe Nursery Equipment. (Please check here [] if you 
are equipping or planning to equip a nursery.) 


Name Title 
Address 
City Zone__State. 
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Micro-l'win microfilming system — 
4 ways to modernize 3 
control and storage of records , 


Now that Burroughs and Bell & Howell have teamed to bring 

you quality microfilming at low cost, why postpone its savings and 
conveniences any longer? Think of the immediate gains you can 
make in these four areas alone: 


1. Case Histories: You can film case histories as fast as they can be 
fed into the machine, store them in a fraction of the space formerly 
needed, locate the filmed histories quickly with the Micro-Twin’s 
exclusive indexing meter, read the sharp images easily on the viewer. 


2. Accounting and Cash Control: You can now integrate low-cost 
microfilming with your accounting to bring many new benefits, such as 
complete reference and audit control of all cash received, 

unalterable filmed records, positive internal control, more positive 
control over cash disbursed. 


3. Patient Billing: In your billing procedure, all charges can be 
microfilmed and the original charge slips inserted in the statement. 
Patient thus knows exactly what each charge covers— 

no questions, no confusion, no chance of ill will. 


4. Record Retention: You can free up to 98% of your hospital-wide 
record storage space by microfilming all types of records for retention 


Micro-Twin is available in separate reader, separate recorder models 
or in a combined recorder-reader. It films up to 400 documents in a 
minute, protects you in many ways from wasted film, lost time. Its 
exclusive indexing meter finds wanted document images fast. And it 
produces full-size facsimiles in a matter of minutes in the reader— 
no darkroom, no mess. Phone our local branch for full information. 
Burroughs Corporation, Detroit 32, Michigan, 


Belle Howell 


MICROFILM EQUIPMENT 


Burroughs 
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Sterile Disposable Syringe 


CLEVELAND LOS ANGELES 
The Kane Co. Admiral Distributors be 
1666 E. 40th Street 6565 E. Washington Bivd. eae 
DALLAS MINNEAPOLIS 
Admiral Hospital Service Distrib. George Spencer Inc. * 
6710 Snider Plaza 444 Stinson Blvd. a 
DENVER PITTSBURGH 
Admiral Distributors + Pittsburgh Prod. Tri-State Co., Inc. q 
1140 W. Fifth Avenue Reedsdale & Fontella Streets ES. 
$ DETROIT PORT CREDIT, ONT. 4 
- §N THESE — Disposable Syringe Corp. Canadian Admiral Sales Ltd. | 
7 if ae 1249 Griswold 501 Lake Shore Road & 
AREAS EAST HARTFORD, CONN. SAN FRANCISCO 
The Southern New Eng. Dist. Corp. Admiral Distributors ' 
619 Connecticut Bivd. 495 Beach Street r 
FARGO, N. D. SEATTLE 
Ds. Dakota Electrical Supply Co. Amberg Hospital Division os 
a 1023 4th Avenve N. 902 First Avenue S. a 
FORT WAYNE, IND. WASHINGTON, D.C. 
As The Place Inc. Admiral Distributors A 
vad 254 W. Main Street 2046 West Virginia Avenue, N.E. 4 
INDIANAPOLIS 
°1201 W. Washington Street Dec 2. Nemes of 
KANSAS CITY, Dec. 2, sent 
Lee Wholesale Co. xa 
2109 Broadway - 
DISTRIBUTION 
Admiral realizes that every hospital adopt- PREVENTS CROSS INFECTIONS 
ing this modern technique for hypodermic Both needle and syringe ore used os 
injections must have absolute assurance that aE once only—and then discarded . 
adequate supplies of the Admiral SDS are = GUARANTEED NEEDLE 
at all times available for immediate deliv- 
Needle is guaranteed clean— 


ery, in the types and sizes required. Con- 
stant availability is assured in the areas 
listed above through distributors maintain- 
ing adequate stocks including a safety- 
margin reserve. 


gvoranteed sterile. ‘Needle 
tatoo” cannot occur 


PATIENT COMFORT ASSURED 
Needle is factory sharp— 
eliminates possible use of dull or 
burred needle 


SINGLE RING PLUNGER 
Cannot trap air in the barrel— 
absolute sterility is assured 


z ALL TYPES AND SIZES 
intramuscular, intravenous, 
Admiral Corporation subcutaneous, Serology, 
HOSPITAL SERVICE DIVISION . — Tuberculin, Insulin—in all gauges, 
P.O. BOX 336—WEST CHICAGO, WEST CHICAGO 1140 needle lengths and calibrations 


WATCH FOR announcements of other creas where 
the Admiral $0$ will seen be availabie. 


WRITE FOR INFORMATIVE 
BOOKLET and price list 
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WALTER G. LEGGE 
New York 


* 
C. STARRANTINO 
New York 


CHALMER D. CLOSE 


* 
é 


Chicago 


H. J. HEITMAN 
Peekskill , N.Y. 


LEROY R. CORWIN 
Hortford 


E. WILLARD MERRITT 
New York 


J. PAUL GLENN 
Los Angeles 
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ROBERT GLENN 
Los Angeles 


HOWARD J. GRAHAM 
Grand Rapids 


May the Holiday find you 


homeward bound, 


Whether home is Miami or Puget Sound. 4 
Mm Day you share the joys that you have found 
© And may those you love stay Safe and Sound. 


Season’s Best 


from the CEGGE 
Men of America 


>. 


WILLIAM HAMPSON 
Toronto 


J. EDWARD HEATH 


HAROLD KUCKUK 
Milwoukee 


‘4 
WILLIAM L. LEFFERTS 
New York 


GILBERT 8. MATHER 
Salem, Ore. 


WARREN MERTI 
New York 


MALCOLM MURRAY 
Pittsburgh 


W. OSWALD 
Boonville, Mo. 


MILTON M. PATCH 


ALBERT J. STEINER 
Detroit 


GALE TEIDEMAN 
Ooklond 


WILLIAM A. TROY, Jr. 
New York 
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% 
THOMAS A. GUNN JOHN G. HAMMOND ca 
Atlanta Houston Boston Denver 
THOMAS L. KENNEDY RALPH F. McCONVILLE JOWN E. McLAUGHLIN 
EDWARD J. RABBITT LORING |. REINHARD HARRY TROPED 
101 Park Ave... New York,]7 4 
J. W. TURNER 5. K. VAN REED 
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To meet a growing demand for economical, safe disposables, B-D 


git 
iy 
is introducing its line of iy products. This equipment— 


designed for one-time-use—affords many distinct advantages. 
T 

true disposability : products are limited to 


one-time-use...added safety + greater convenience 


iT 

st 

products are ready for immediate use 

iT 
ane 


assured economy 7 proaucts are reasonably 
priced...costly, is 

g! 
eliminated*s+ superior quality products offer 
guaranteed performance...complete depend- 


ability is conferred by the rigid standards of B-D 


ad 
ch | 
Control. *B-D and ou trademarks of Becton, Dickinson and Company 


BECTON, DICKINSON AND COMPANY «+ RUTHERFORD, NEW sensey |B-D 
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now...at your disposal a new line of B-D products 
p disposable equipment 
| 


for 


Newly born 
the Newborn 


Recent clinical reports (J.A.M.A. 164:1331, July 20, 1957) have stressed 
the adequacy of low doses of water-soluble vitamin K analogs for infants 
and especially the undesirability of excess dosage in prematures. So you 
will be glad to know of these two new dosage forms of Synkayvite: 

Ampuls, 14 cc, 1 mg, boxes of 12 and 100 

Ampuls, 4% ec, 2.5 mg, boxes of 12 and 100 
Still available are these familiar forms: 

Ampuls, 1 cc, 5 mg, boxes of 6, 25 and 100 

Ampuls, | ec, 10 mg, boxes of 6, 25 and 100 

Ampuls, 2 cc, 75 mg, boxes of 6 and 25 
Synkayvite administered routinely to the mother before delivery, or to the 
infant, is valuable, low-cost insurance against neonatal hemorrhage. 
Synkayvite similarly protects surgical patients — especially tonsillectomy 
and biliary tract cases — from the hazards of lowered prothrombin levels. 
Synkayvite is now available in convenient, color-break ampuls providing a 


full range of choice in dosage, according to the needs of prematures, full- 
term infants, older children and adults. 


Rocue Laporatories * Division of Hoffmann-La Roche Inc « Nutley 10 « N. J. 


SYNKAYVITE® BRAND OF MENADIOL SODIUM DIPHOSPHATE U.S. P. 
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—guest editorial: 
investigational drugs 
The literature of forensic medi- 
cine has given but little heed to 
the subject of investigational 
drugs in hospitals. Among the 
noteworthy exceptions is the Jour- 
nal of Public Law of Emory Uni- 
versity, which devoted part of its 
1954 fall number to the socio- 
medico-legal aspects of human 
experimentation.* The literature 
of hospital administration, as a 
search of the texts and journals 
quickly discloses, has paid even 
less attention to this matter of 
vital concern to those entrusted 
with the guardianship of the na- 
tion’s hospitals and the safety of 
patients housed therein. 
Physicians, allied medical sci- 
entists, and hospital administra- 
tors are becoming acutely aware 
of the need for adequate guide- 
lines to insure that human research 
moves forward on high ethical, 
scientific, and moral planes— 
guidelines that will give adequate 
legal protection to the patient, the 
researcher, and the hospital, its 
administrator and trustees. 


PRINCIPLES DEVELOPED SLOWLY 


Principles governing clinical re- 
search have been developed 
gradually over the years by num- 
erous research institutions, hospi- 
tals and medical or allied 
groups.'4.6 For example, the Judi- 
cial Council of the American 
Medical Association, in a supple- 
mentary report published in 1946, 
stated: 

“In order to conform to the 
ethics of the American Medical 
Association, three requirements 
must be satisfied (prior to human 
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experiments): (1) the voluntary 
consent of the person on whom 
the experiment is to be performed, 
(2) the danger of each experi- 
ment must be previously investi- 
gated by animal experimentation 
and (3) the experiment must be 
performed under proper medical 
protection and management.’”? 

To quickly grasp the magnitude 
of the number of clinical studies 
being made in hospitals on in- 
vestigational drugs (drugs not as 
yet approved by the Food and 
Drug Administration for move- 
ment in interstate commerce), one 
needs only recall that of the 7000 
hospitals of the nation, some 870 
are classified as teaching institu- 
tions (medical internships and/or 
residencies ). 

Clinical research is emphasized 
in most of these hospitals and, in 
addition, plays an important role 
in a number of the nonteaching 
hospitals. Also, some 35 to 45 
completely new chemical entities 
(de Haen studies)5 are introduced 
each year to the physician’s arma- 
mentarium. Each of these chemi- 
cals must undergo numerous hu- 
man trials in its evaluation before 
moving in interstate commerce. 
To this number must be added an 
unknown number of investiga- 
tional medications that after be- 
ing evaluated in humans are dis- 
carded by reason of adverse side 
effects, contraindications, or proof 
of little or no value over the ef- 
fective therapeutic medicinals in 
use, 


FURTHER COMPLICATION 

To complicate the problem fur- 
ther, investigation in clinical re- 
search sometimes involves the 


concept of the use the hu- 
man as a subject and jpot as a 
patient. This concept, contrary to 


the normal philosophy 6f medical 
practice, no doubt led Ladimer to 
state in “Ethical and Legal Aspects 
of Medical Research on Humans”: 
“While it is acknowledged that 
medical practice includes to some 
degree original investigations, re- 
search and experimentation, at 
least by implication, statutes gov- 
erning the act of healing, notably 
those concerned with licensure, do 
not conclusively comprehend this 
function.’ 

In this connection, a somewhat 
controversial issue exists between 
some clinical evaluators and the 
principles adopted by the Ameri- 
can Hospital Association. The As- 
sociation’s policy statement, “Prin- 
ciples Involved in the Use of 
Investigational Drugs in Hospi- 
tals," emphasizes that hospital 
authorities, along with nurses and 
pharmacists engaged in adminis- 
tering, compounding and dispens- 
ing investigational drugs, should 
have available to them basic in- 
formation on actions, uses, side 
effects, symptoms of toxicity, and 
dosage and dosage forms. 

On the other hand, some clinical 
investigators, in their attempt to 
obtain completely unbiased sci- 
entific findings in init:1l clinical 
testing, insist upon “remote cod- 
ing” in connection with “blind 
studies”. Remote coding is a con- 
trol technique whereby the speci- 
fic medication administered to a 
particular patient is unknown to 
the clinical researcher and his co- 
workers. These research workers 
believe that their studies are more 
objective and scientific if they re- 
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move the possibility of their being 
influenced by any unsupported 
statements or data that might in- 
tentionally or unintentionally be 
supplied, without unethical intent, 
by individuals or concerns with 
special interests in the study. In 
the opinion of this group of re- 
searchers, this technique of remote 
testing makes possible the achieve- 
ment of unbiased objectivity, since 
the individual researcher is un- 
aware of the) specific medication 
(drug, placebo, or standard) ad- 
ministered to an individual pa- 
tient. 

It was logical, correct and wise 
for the American Hospital Associ- 
ation to take the position that the 
hospital and its nurses and phar- 
macists, as well as evaluating 
physicians, have available to them 
within the institution complete 
information relative to investiga- 
tional drugs prescribed for hospi- 
tal patients. To do otherwise 
would place administrators and 
trustees in a position of operating 
at possibly greater legal peril. The 
policy statement of the American 
Hospital Association provides that 
vital information needed in the 
event of an adverse or unex- 
pected reaction from the adminis- 
tration of an investigational drug 
be immediately available to hospi- 
tal personnel. Theoretically, simi- 
lar information is also readily 
available in “remote coding” by 
telephoning the control center and 
“breaking” the code (often kept 
in a distant city), but the possi- 
bility always exists that commu- 
nication difficulties may cause 
dangerous delays. 


FOUR-POINT PLAN 


Four salient points will be noted 
in the suggestions offered in the 
Association’s statement of prin- 
ciples and the articles presented 
in this issue of HOSPITALS, JOUR- 
NAL OF THE AMERICAN HOSPITAL AS- 
SOCIATION: (1) definite policy and 
procedures, (2) a central hospital 
repository for information of this 
character, (3) simplicity of re- 
porting and (4) minimal records. 

Stuart M. Sessoms, M.D., of the 
Clinical Center of the National 
Institutes of Health, makes a note- 
worthy contribution to the litera- 
ture on the use of investigational 
drugs with his discussion of the 
general philosophy of research in- 
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volving humans. This article be- 
gins on page 44. 

A. C. Kerlikowske, M.D., and 
Don E, Francke, D.Sc., of the Uni- 
versity Hospital of the University 
of Michigan present valuable oper- 
ating principles and procedures 
involving the use of investiga- 
tional drugs in a teaching hospital 
in their article starting on page 45. 

The AHA’s statement of prin- 
ciples provide authoritative and 
reliable guidelines that should ma- 
terially aid administrators and 
trustees in delineating and defin- 
ing the responsibilities, policies, 
and degree of care that need be 
exercised in the individual hospi- 
tal program for legal and safe 
clinical evaluation of drugs.— 
GEORGE F. ARCHAMBAULT, D.Sc., 
LL.B., Pharmacist Director; and 
Chief, Pharmacy Branch, Division 
of Hospitals, Bureau of Medical 
Services, U.S. Public Health Serv- 
ice, Department of Health, Edu- 
cation, and Welfare. 
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—the foreign graduate 


Medical care in hospitals can be 
no better than the doctors who 
give, or direct the giving, of that 
care. And, generally speaking, the 
quality of the doctor bears a direct 
relationship to the quality of his 
medical education. 

As far as graduates of Ameri- 
can (U.S. and Canada) medical 
schools are concerned, hospitals 
have a built-in guarantee of the 
quality of the medical education. 
All American schools are inspected 
regularly by the Association of 
American Medical Colleges and 
the Council on Medical Education 
and Hospitals of the American 
Medical Association. All American 
schools meet the high approval 
standards of these two bodies. 


Such is not the case with gradu- | 


ates of medical schools in other 
countries. Yet many such gradu- 
ates care for patients in American 
hospitals. One estimate is that 
there are approximately 7500 such 
foreign-trained physicians in pa- 
tient care situations in our hospi- 
tals. 

It is impossible, of course, to 
survey all medical schools in all 
countries so that approval could 
be given to the school and, a priori, 
to the graduates of that school. 

As the need for hospital services 
grew, American medical schools | 
were unable to keep pace with the 
intern and resident demands of 
hospitals. A vacuum was created 
and into it moved an ever-increas- 
ing stream of foreign graduates. 
Their medical qualifications were 
often unknown and many had 
serious language difficulties, a high 
barrier to good care of an English- 
speaking patient. 

After exhaustive study, a meth- 
od of assuring an established level 
of the quality of the foreign medi- 
cal graduate was devised. The 
American Hospital Association, the 
American Medical Association, the 
Association of American Medical 
Colleges and the Federation of 
State Medical Boards of the United 
States joined in the study and 
created an Educational Council on 
Foreign Medical Graduates. 

This Council will arrange for 
the examination of foreign medi- 
cal graduates, testing them as to 
acceptability of their credentials, 
knowledge of medicine and com- 
mand of English. 

Thus hospitals will have an im- 
partial appraisal of foreign medi- 
cal graduates which can be used 
to determine the person’s fitness 
to care for patients in our hospi- 
tals. 

The Council has_ established 
headquarters at 1710 Orrington 
Ave., Evanston, Ill. The executive 
director is Dr. Dean F. Smiley. The 
first examination—for those for- 
eign graduates now in the United 
States—will be given on March 25. 
The first examination in foreign 
centers will be given on Septem- 
ber 23. Multiple copies of essential 
material can be had, just for the 
asking, from the Council’s head- 
quarters. 

For the sake of their patients, 
hospitals are urged to lend their 
full support to this endeavor. 
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The Joint Commission Director looks 
at accreditation—past, present and future. 


five years of accreditation 


On Jan. 1, 1958, the Joint Commission on Accreditation of Hospitals observed 
its fifth anniversary. The Commission represents the following five medical and 
health organizations: American College of Surgeons, American College of Phy- 
sicians, American Hospital Association, American Medical Association and 
Canadian Medical Association. 

In its five years of existence as an independent, voluntary nonprofit corpora- 
tion, the Commission has had two directors: Dr. Edwin L. Crosby, who resigned 
in 1954 to become director of the AHA, and Dr. Kenneth B. Babcock, who suc- 
ceeded him. Dr. Babcock came to the Commission as director from Grace Hospital, 
Detroit, where he was assistant director from 1941 to 1947 and director from 
1947 to July 1954. He received his medical degree from the University of Michi- 
gan in 1926 and practiced as physician and surgeon until 1941. 

The future of the accreditation program and an assessment of its past are some 
of the points examined in the following interview with Dr. Babcock by staff mem- 
bers of the American Hospital Association. 


Q. Looking back over the past five 
years, Dr. Babcock, what are the major 
differences you see in the program now 
from when the Joint Commission in- 
herited it from the American College of 
Surgeons? 

DR. KENNETH B. BABCOCK: 
There are several differences, al- 
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though fundamentally the program 
is still the same. One, there is 
greater interest and knowledge of 
the program by physicians, hospi- 
tals and trustees. Two, there is 
much wider acceptance of the pro- 
gram and acknowledgment of its 
worth. And thirdly, on our part, I 


believe, there has been a definite 
pattern developed so that now we 
are on firm ground and know 
exactly what the program should 
cover and what it means. 
Personally, of course, I fee] that 


it has the greatest potential for . 


good among hospitals of any pro- 
gram I know. 

Q. What was the number of hospitals 
thet were accepted at the time, January 
1953, when the Joint Commission took 
over the accreditation program? 

DR. BABCOCK: Roughly, there 
were about 2700 hospitals ac- 
credited at that time. Now, there 
are closer to 4000 hospitals ac- 
credited. Of the general hospitals, 
about 75 per cent are accredited. 
Of the general and mental hospi- 
tals, about 57 per cent are ac- 
credited. 

Q. Is it true that generally speaking 
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the larger hospital the easier time it has 
in getting a three-year accreditation? 

DR. BABCOCK: Our statistics 
show that the larger hospitals have 
a greater percentage of full ac- 
creditation than the smaller hos- 
pitals because of better organiza- 
tion which means better control. 
I do not mean to disparage the 
small hospital, but they have a 
very definite handicap to overcome 
when it comes to organization. 

Q. Does this imply that people, are not 
given the opportunity for as good hos- 
pital care in smaller hospitals as in 
larger ones? 

DR. BABCOCK: No. I think if 
a small hospital will really make 
the effort it can be a good hospital. 
Quality does not imply largeness. 
Twenty-five per cent of the hos- 
pitals that are less than 50 beds are 
accredited. 

Q. How many surveys are being car- 
ried out by the Joint Commission now 
in relation to the number that were done 
in 1952? 

DR. BABCOCK: We are doing 
about 200 surveys a year more 
than we did in 1952. We are now 
averaging 1600 surveys a year. 

Q. What is the annual budget of the 
Joint Commission? 

DR. BABCOCK: The annual ad- 
ministrative budget of the Joint 
Commission is roughly $115,000 a 
year. The added cost of the actual 
surveys, borne both from grants 
in aid to the commission by cer- 
tain member organizations or paid 
for by the organizations them- 
selves, makes the total budget 
about a half million dollars. We get 
all of our money from the five 
founding organizations. We have 
no outside grants. Surveying of 
hospitals is the one and only func- 
tion of the Joint Commission. 

Q. Do you charge fees for surveys? 

DR. BABCOCK: No. This is a 
fixed and permanent policy, and, 
we think, a wise one. 

Q. Are there any major medical 
specialties not represented on the Board 
of Commissioners? 

PR. BABCOCK: Yes. It varies by 
elections from year to year. For 
example, we had no pathologist 
and now we have one. We did not 
have a radiologist. We have not 
had an orthopedic surgeon. It is a 
question of having 42 specialties 
and only 13 medical commissioners 
out of the 20, and you can’t cover 
all of the specialties. 
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Q. What particular difficulties have 
you encountered during the first five 
years of the Commission? 

DR. BABCOCK: At the start of 
the Joint Commission there was a 
general feeling that it was a po- 
licing organization. This was re- 
sented. 

It took education and much ex- 
pounding of our principles to 
satisfy the medical profession and 
the hospital profession that the 
program was to help hospitals and 
the medical profession, not to be 
punitive in any way, and it has 
taken considerable selling. 

Specific troubles have occurred 
in areas where there has been re- 
sentment to this program because 
it was felt that it was more of a 
punitive than an educational and 
helpful program. Some hospitals 
have had to have their accredita- 
tion status changed. In several in- 
stances there has been vociferous 
antagonism to this happening. In 
every instance it has been mutually 
worked out, and at this time we 
have yet to have our first accepted 
appeal for change of status. There 
have been quite a few such ap- 
peals, but after a preliminary 
hearing with the administration, 
the appeal has either been with- 
drawn or changed. 

Q. What do you mean “‘be changed’? 

DR. BABCOCK: In one instance 

a hospital very definitely appealed 
to us that they desired a status 
change. Representatives came be- 
fore the commissioners and at that 
time publicly acknowledged to the 
commissioners that the findings 
were correct, and their appeal was 
for an earlier than usual re-survey 
but they did not specifically appeal 
the findings. 
- @. Dr. Babcock, before the American 
Medical Association's special committee 
to study your program was appointed, 
you would occasionally hear remarks 
that led you to believe that there was 
resentment on the part of the medical 
profession that hospital administrators 
were participating in the survey of the 
quality of medical work, and that it 
might be well to have the American 
Hospital Association survey hospitals for 
the administrative aspects, and the 
American Medical Association survey 
hospitals to judge the quality of medical 
care. Do you agree with this? 

DR. BABCOCK: No. When, for 
instance, is nursing purely clinical 
and under the doctor’s or phy- 
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sician’s jurisdiction, and when is 
it administrative? 

The same could be said of die- 
tetics or of ariy hospital adminis- 
trative problem. They are so in- 
tertwined that it is absolutely 
impossible to have a definite line 
of cleavage. It should be remem- 
bered that the Commission survey- 
ors are all physicians. Undoubtedly 
if we had a bigger budget it might 
be possible to send out both a lay- 
man and a physician as a team to 
survey a hospital with the layman 
doing the fire hazard and certain 
administrative aspects and the 


physician doing medical staff or- 


ganization, and things having to do 
with quality of care. 

I personally feel that a great 
deal of our strength'is in the fact 
that only physicians are doing the 
survey; not that I want to dis- 
credit any lay participation, but 
quality of medical care comes from 
individuals and the key person is 
and always will be the doctor. 

I think that following the Stover 
study and its presentation to the 
medical profession the criticism 
leveled at the Joint Commission 
has dropped by 95 per cent. 

Q. One state medical group has urged 
thet accreditation surveys should be done 
by physicians at the state level, using 
surveyors from specific states to survey 
the hospitals within the states. What do 
you think? 

DR. -BABCOCK: The commis- 
sioners and I heartily disagree 
with that premise. Before he goes 
out in the field on his own, a sur- 
veyor is given at least 10 days of 
orientation at this office and with 
other surveyors. The ability to 
orient and instruct some 40 or 50 
or more surveyors from each state 
would be a gargantuan task that 
would be almost impossible and 
would go against one of the major 
premises of the commissioners, 
—no individual should survey 
the same hospital in succession, 
wherever possible, because the 
human factor comes in. 

Q. Accreditation is a voluntary pro- 
gram, but coren't there some compulsive 
features? 

DR. BABCOCK: The program of 
the Joint Commission on Accredi- 
tation of Hospitals is a voluntary 
program and prestige program. 
Added to this we must. face facts. 
Many other groups use accredita- 
tion as one of the criteria for their 


organizations. Among these are 
some Blue Cross plans which will 
only pay accredited hospitals. The 
National League for Nursing says 
that hospitals must be accredited 
or they cannot have accredited 
nursing schools. The National 
Foundation for Infantile Paralysis 
has stated that except in acute 
emergency it will not pay funds to 
any hospital unless accredited. The 
reasons for this are that in their 
work they have found that, in most 
instances, the accredited hospitals 
give better quality care. 

Other groups that have taken 
this same approach are the crippled 
children’s groups in many states. 
In certain instances companies 
feel that the accredited hospitals 
definitely are a better risk as far 
as malpractice insurance is con- 
cerned. 

Q. Is this a good thing? 

DR. BABCOCK: It has un- 
doubtedly been a factor in increas- 
ing the importance and the po- 
tentialities of the Joint Commission 
on Accreditation of Hospitals. 

Q. Do you foresee an increase in this 
JCAH requirement, not by you, but by 
other voluntary groups? For example, the 
United Mine Workers. 

DR. BABCOCK: Yes, I do. 

Q. The State of Massachusetts and the 
State of Washington have already writ- 
ten the voluntary program of the Joint 
Commission on Accreditation of Hospitals 
into a law with police powers attached 
to it as most laws do. Is this good? 

DR. BABCOCK: That is an aw- 
fully hard question to answer. It 
gives us something that we keep 
shying away from—more and more 
police powers. In one way it is 
good. In another way it is not, and 
only time will tell. If soon we are 
going to be identified with legal 
compulsion I can see where some 
of our usefulness as a voluntary 
organization will be lost, and 
frankly I have my fingers crossed. 

Q. Can you visualize a situation where 


the body in Massachusetts or in Wash- 


ington responsible for enforcing this low 
could become unhappy with the stand- 
ards and requirements set up by the 
Joint Commission or interpretations 
placed upon them and come back to the 
Joint Commission and make suggestions 
about standards and requirements? 

DR. BABCOCK: We have al- 
ready had suggestions and recom- 
mendations from public bodies 
stating that they felt we ought to 
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be stronger or more severe in our 
surveying of certain aspects in 
hospitals. 

Q. Doesn't this introduce the risk of 
having those people become more in- 
volved in the affairs of the Joint Com- 
mission? 

DR. BABCOCK: So far there 
has been no involvement. We have 
always cooperated with any 
governmental or licensing agency 
on the matter of principle and pro- 
gram, but in no way have their 
records or our records ever been 
exchanged. This we have steadily 
avoided. 

Q. | wonder if you would crystal ball 
a little for us on what is going to hap- 
pen generally to accreditation. Do you 
see a steady progression upwards 
through the standards? 

DR. BABCOCK: I feel that over 
a period of years undoubtedly 
there will be a tightening of the 
present standards and an increase 


‘in the standards to the extent that 


it may be harder tc become ac- 
credited than it has been in the 
past. Because of the newness of the 
program we have been feeling our 
way somewhat. Quality can never 
be measured quantitatively and 
always will remain the same so 
that I do not believe that the over- 
all picture is going to change too 
much unless changes in medicine 
itself come along, which would 
necessitate our being flexible in 
changing with medicine. 

I think you have to remember 
this, that our standards are mini- 
mal. They are a floor, not a ceil- 
ing, and we are interested in hos- 
pitals attaining high standards of 
quelity care. We are not inter- 
ested in a standardized, stereo- 
typed hospital. 

Q. Bo you think that the floor is going 
to go higher in the future? 

DR. BABCOCK: I hope it will, 
and I think it should. We should 
never remain stagnant or dormant. 
We should always be trying to im- 
prove ourselves and thus improve 
hospitals. 

Q. What is the mechanism for chang- 
ing standards? 

DR. BABCOCK: The mechanism 
for changing standards is, I feel, 
very excellent because standards 
that are never changed or that are 
inflexible are bad. Yet the, pro- 
miscuous changing of standards is 
equally bad. Therefore, any com- 
missioner or any one of our mem- 
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ber organizations through its com- 
missioners can request a change or 
revision of the standards. This is 
brought to the meeting of the 
commissioners. According \to our 
own bylaws no action can be taken 
at this time. It must be referred to 
a committee of the commissioners 
which will study it from all of its 
angles and facets and then at the 
next meeting bring in their recom- 
mendation as a committee to the 
commission. 

The Commission unanimously 
approves the committee report, it 
is adopted and officially becomes 
a standard. If there is one dissent- 
ing vote, it must be carried over to 
the next meeting when it will 
again be discussed and then a ma- 
jority opinion will rule. We do 
not take the changing or revision 
of standards lightly, and in my ex- 
perience I have never known any 
standard to be changed with less 
than six months of investiga- 
tion, surveying and discussion. 

Q. Is there any other opportunity for 
getting standard recommendations 
changed before the commissioners other 
than bringing them through a repre- 
sentative of the member organization? 

DR. BABCOCK: Any interested 
organization can offer suggestions 
for changes in the standards, 
but then it must be referred to 
a committee of the commissioners. 
When we say any organization we 
mean organizations allied with the 
member organizations in some 
capacity or subsections of them. 

Q. Would you be opposed to lay in- 
terference in the practice of medicine? 


DR. BABCOCK: I would be op- 
posed absolutely to lay interference 
or exploitation of any physician. 
No administrator should say, “You 
must operate, or you must not 
operate.” There is no question of 
that. 

Q. Do the medical records, for ex- 
ample, show such interference? 


DR. BABCOCK: To the best of 
my knowledge, no. 

Q. At meetings of the various hospiftl 
associations, Dr. Babcock, we find that 
the subject of accreditation sessions are 
usually the best attended. Is there as 
much emphasis by medical associations? 


DR. BABCOCK: It is much bet- 
ter than it was, but for the most 
part it has not reached the county 
medical society level, but in a great 
many instances it has reached the 


state medical society level. 

Q. Is there such a thing as an absolute 
must in the accreditation program? 

DR. BABCOCK: I think we had 
better refer to our own standards 
for that statement. The standards 
are principles, and these principles 
have to be elastic. There are cer- 
tain specific requirements, that is 
true. They would come into the 
requirement or the procedural 
group. It is very exceptional for a 
hospital to be nonaccredited for 
failing to meet any one single 
standard. 

Q. Is it one of your standards that all 
members of the medical staff must be 
graduates of approved medical schools? 

DR. BABCOCK: All members of 
the medical staff must be graduates 
of approved medical schools. 

Q. Would not this standard be an ab- 
solute must, brooking no interpretation? 

DR. BABCOCK: Yes. It is close 
to an absolute must. A hospital in 
Detroit that-is totally chiropodist 
applied, and we turned them down 
on that alone. We have done the 
same thing with any hospital that 
says, “Yes, we have an osteopath 
on the staff.” 

Q. You would not accredit a hospital 
of dentistry where it is completely staffed 
by dentists? 

DR. BABCOCK: We would not. 

Q. Suppose they made provision to 
have supervising medical specialty serv- 
ices in such hospital? you conceive 
of an arrangement fs. a hospital 
organized fundamentally for the practice 
of oral dental surgery could become ac- 
credited? 

DR. BABCOCK; This is a possi- 
bility, and there are several so- 
called dental hospitals in the 
United States. The commissioners 
of the Joint Commission feel that 
only hospitals in which the direct 
care of the patient is under the 
direct supervision of physicians 
should come under their province. 

Q. Do you feel the Commission's work 
will be expanded? 

DR. BABCOCK: There is no 
question but what we must grow or 
the program will falter. I be- 
lieve that once we have a better 
universe of statistics and surveys, 
we should be able to offer hospitals 
something more concrete and ob- 
jective toward their improvement. 

I would hope that our field 
would be enlarged. We have been 
approached to survey hospitals 
smaller than 25 beds. We have 
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been approached to survey nursing 
homes, and goodness knows, that 
problem is as great if not greater 
than that of surveying hospitals. 


The idea of better quality health 
care in our communities through 
surveying of every facet of care 
whether it be domiciliary or actual 
clinical medical care is an impor- 
tant one. If the medical and hospital 
professions could see there way 
clear to doing this, our work could 
be enlarged and tripled and quad- 
rupled in its usefulness to the 
community and to the country. 


Q. | think we all agree that a tre-. 


mendous amount of care is being given 
to the sick in nursing homes. isn't the 
only current supervision under varying 
licensure laws? 

DR. BABCOCK: Under very 
varying and in most instances lax 
licensure laws. 

Q. Where would the Commission place 
nursing homes in the priority expansion 
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“Our standard 


sare minimal ...’’ 


be 


not a ceiling.” 


for the Joint Commission? May we 
broaden the question to include chronic 
iliness facilities and convalescent homes, 
the related institutions for caring for the 
chrapically ill? 

DR. BABCOCK: It would have 
topmost priority as a need. I am 
unwilling to say the Joint Com- 
mission on Accreditation of Hos- 
pitals is the vehicle which should 
do it. 

Q. Would you think that a voluntary 
method for accrediting these chronic and 
nursing home groups should be estab- 
lished? 

DR. BABCOCK: The problem is 
so pressing that if the voluntary 
agencies like the member organi- 
zations of the Joint Commission do 
not take it over, the government 
is going to have to. 

Q. Has the Joint Commission given 
any thought to applying to foundations 
for grants to expand its program? 

DR. BABCOCK: At the present 
time they have not. 


Qa. De yow feel they should not? 

DR. BABCOCK: I cannot speak 
for the commissioners, but I have 
the personal feeling that they 
would prefer doing it with funds 
from the five member organiza- 
tions rather than being dependent 
on a grant from an organization or 
from a foundation. 

Q. | wonder if you would tell us who 
may see your files? 

DR. BABCOCK: No one but the 
staff of the Joint Commission and 
the commissioners themselves has 
the specific right to view or review 
the survey of a particular hospital. 

Woeould yow tell a newspaper thet 
called and asked for the results of a 
survey of a specific hospital? 

DR. BABCOCK: We will release 
the results of a survey to no indi- 
vidual other than the responsible 
individuals at that hospital. If a 
newspaper calls, or any other news 
agency, and asks us for our find- 
ings on this or that hospital, our 
answer is always, ““We are a volun- 
tary organization. Our communi- 
cations to that hospital were 
privileged communications. Any 
statement concerning the status of 
that hospital will come from the 
responsible people at that hospital 
itself.” 

Once a year we do publish a list 
of accredited hospitals in the 
United States and its territories 
and Canada. 

Q. That is the only announcement? 

DR. BABCOCK: That is the only 
public announcement. All other 
information must come from the 
hospitals themselves. 

Q. One of the most difficult things in 
medicine is to develop an index for 
measuring the quality of medical core. 
it is easier to do in surgery than it is in 
most of the ether medical specialties, |! 
believe, and yet the development of 
these indices ore the major portion of 
the very foundation on which the Joint 
Commission program is predicated. Can 
you tell us your present means of evalu- 
ation? 

DR. BABCOCK: Our present 
means of evaluation is dependent 
almost entirely on the documented 
records in a hospital—whether 
they be the documented records of 
the meetings of the organized 
medical staff or the charts of the 
patients themselves. 

These are not perfect criteria. 
At the present time they are the 
best means of measurement that 
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we have. As stated before, quali‘. 
cannot be measured quantitatively, 
and many times it resolves itself 
down to a question of judgment. 

Q. How responsive is the Joint Com- 
mission to changes in medical practice? 

DR. BABCOCK: Almost as soon 
as they are actually accepted by 
the medical profession. We have 
orientations of our surveyors each 
year. As an example let us take the 
use of oxygen in incubators. This 
condition of blindness resulting 
from the over-use of oxygen in 
incubators was called to the at- 
tention of the medical profession 
about a year ago. 

At the present time our sur- 
veyors, when surveying a hospital, 
check with the nursing service and 
if possible with the medical serv- 
ice as to the control and percentage 
of oxygen in incubators and incu- 
bator-bassinets in the premature 
nursery. 

We cannot spend the time to 
actually measure the oxygen con- 
centration and check the statement 
of the nurse or physician involved, 
but if we should find a hospital 
that was using oxygen promiscu- 
ously we would criticize it im- 
mediately. 

Q. How about the staphylococcal prob- 
lem? | 

DR. BABCOCK: We are in- 
creasingly asking for the proof of 
control’ measures being instituted 
in a hospital to control this in- 
fection, and the hospital must show 
that there is good control through 
proper sanitation and all of the 
aspects of control in this infection 
work. 

Q. Do you recommend that hospitals 
consider having a committee on infec- 
tions? 

DR. BABCOCK: We have not 
recommended that yet because the 
staphylococcus infections in the 
hospital field have been too spotty 
to say that every hospital should 
have a committee on _ infection. 


‘Every hospital through its surgi- 


cal chief and its departments and 
through the hospital administrator 
must at all times be on guard to 
look for any possible sources of in- 
fection, and to institute immedi- 
ately control measures, but we 
have not really looked for an in- 
fection committee per se. 

Q. Dr. Babcock, we all know of in- 
stances where specialty groups have 
tried to encourage the Joint Commission 
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to expand its standards in certain areas. 
The most recent example of that, | think, 
is these standards for accrediting blood 
transfusion services. How does the Joint 
Commission make use of these elaborate 
standards? 

DR. BABCOCK: When the final 
standards are finished, we read 
them and synopsize them and 
utilize them in our general prin- 
ciples, but if we carried out every 
procedure that they asked for, our 
surveyors would spend a week at 
each hospital. The blood banks are 
one example. The group that makes 
prosthetic appliances is another. 

Q. There seems to be more and more 
of the professional allied personnel who 
cre working beside the doctor providing 
care to the patient, particularly in the 
large hospitals. 

| am thinking of the dentist and the 

psychologist and the physicist and podi- 
atrist, and to my knowledge there has 
been no framework, no formal bylaws, 
rules, and regulations prepared for these 
groups to function in hospitals in a posi- 
tion of coordinated work. Is the Joint 
Commission interested in this area? Do 
they think services in hospitals need to 
be expanded and legitimatized so as to 
include the services which these other 
professionals can give, and if so, what 
are you doing about it? 
BABCOCK: Allied person- 
nel, such as the clinical psychol- 
ogist, the podiatrist, the physicist, 
isotope specialist, and the nurse 
anesthetist, have been considered 
by our commissioners as_ tech- 
nicians. They are an important 
part of the over-all total care that 
can be rendered to patients, but at 
the same time they always must be 
under the direct control of a phy- 
sician. 

Q. But since they do work in hospi- 
tals, shouldn't written rules and regu- 
lations be prepared to guide their con- 
duct? 

DR. BABCOCK: We _ recom- 
mended it very strongly, and in 
fact, look for it. 

In the use of ancillary or auxili- 
ary personnel in hospitals, every 
good hospital should have in ifs 
rules and _ regulations definite 
statements as to the privileges and 
rights of their ancillary personnel 
and a hospital that has these is in 
much better shape, if there is ever 
any question legaily, than those 
that do not have it. 

Q. Does the Joint Commission look 
adversely upon a hospital that has its 


A 
chemistry laboratory headed up by a 
biochemist or a Ph.D. in biochemistry? 

DR. BABCOCK: No. As long as 
he is under the supervision of the 
medical staff or of a pathologist, 
and there is control, we welcome 
such people on hospital staffs. 

Q. Does the. Joint Commission have 
anything to say on how emergency cov- 
erage should be provided? 

DR. BABCOCK: Not specifically 
on how it should be provided. But 
we do say specifically that there 
should be adequate coverage. 
There again what adequate cover- 
age consists of is a determination 
and a question of judgment. Many 
smaH hospitals have one or two 
emergencies a day at the most. 
Standby service by a doctor would 
be very costly and wasteful in such 
cases, but a doctor should, how- 
ever, be on call and available for 
this service. In every hospital we 
have to evaluate the needs of the 
community and the service ren- 
dered to determine its adequacy. 
To say there must be a doctor in 
the emergency room for the entire 
24 hours would be absolutely im- 
practical and would be a waste of 
medical talent. 

Q. Has the Joint Commission noted a 
lack of high quality in the emergency 
room? 

DR. BABCOCK: The treatment 
of trauma or the treatment of ac- 
cident care in reality is a specialty 
in itself as was determined by 
many of us who were in the last 
World War or in the Korean con- 
flict. It is a different kind and in 
many ways a specialized care over 
routine hospital care and as such it 
is the medical profession’s re- 
sponsibility and the hospital pro- 
fes-ion’s responsibility to educate 
iheir people to the difference in 
‘hus care 

Here again we have to deal in 
general principles and under no 
circumstances can we go in and 
criticize the work of an individual. 
Our interest, as stated, is in the 
supervisory and controlled meth- 
ods utilized and their correct utili- 
zation, 

Q. Have your surveyors found the 
quality of care in emergency rooms to 
be below what you would think is an 
adequate standard? 

DR. BABCOCK: I would say 
that is a very fair general state- 
ment. I do not feel that any one 
individual or organization is to 
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blame: The presence of a physician 
at all times, the utilization of 
nurses, the time factor, the facili- 
ties of that specific hospital as to 
mary of the correct procedures for 
emergencies are all elements in 
so-called emergency care. 

I believe that there is a great 
need for better education and for 
improvement of emergency de- 
partments in hospitals. 

The emergency rooms in hospi- 
tals are not in a great many in- 
stances true emergency rooms, and 
this presents another problem. The 
average patient knows that there 
is 24-hour coverage at most hos- 
pitals. It is impossible to get their 
own physician at certain times. He 
is either busy or it is the middle 
of the night. And many, in fact, 
the great majority of the so-called 
emergencies in the hospital emer- 
gency rooms are such things as 
cinders in the eye, asthmatic at- 
tacks, colicky babies. In the eyes 
of the patients they may be emer- 
gencies. They are not in the eyes 
of the hospital, but the hospital 
is there to render. service and so 
takes care of them. A review of 
emergency room statistics in a 
good sized hospital would show 
that less than 15 per cent of the 
cases brought in need the service 
of a specialist.and are not true 
emergencies. 

Q. Does the Joint Commission look at 
hospital outpatient activities? 

DR. BABCOCK; Other than to 
be sure they are organized, no. 

Q. May we talk about the methods 
of liaison between the organized medical 
staff and the board of trustees? 

DR, BABCOCK: More and more 
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“We do not give dry runs, but if a hospital is nonaccredited it has nothing to lose.” 


important to the medical and hos- 
pital professions has become this 
idea of mutually working together 
and understanding each other’s 
problems. There is the incorrect 
idea that there is a definite line of 
demarcation and that administra- 
tion is something apart from medi- 
cal care. This is absolutely wrong 
and is being slowly comprehended 
by the different groups. 

One of, the things most often 
criticized is the lack of trustee 
knowledge of the functions and 
problems of the medical staff and 
vice versa. So we have come out 
with what we think is one of the 
answers—the joint conference 
committee. 

It is a suggestion only. There are 
many ways that there can be bet- 
ter rapport between the medical 
staff.and the board of trustees. We 
suggest and recommend the joint 
conference committee as a liaison 
committee with an equal number 
of board members and medical staff 
members on it. The administrator 
is also a member. * 

It is a policy liaison committee 
which can strengthen a hospital a 
great deal and be of great help to 
the hospital. The Commissioners of 
the Joint Commission have stated 
very strongly that there must and 
should be good liaison between the 
medical staff and the board. They 
suggest the joint conference com- 
mittee. But there are many other 
ways of doing it and combinations 
of doing it. We have no objection 
to doctors being on tne board of 
trustees, but at the same time we 
neither recommend it nor approve 
it nor disapprove it. They must 


have liaison in some way. 

Other means of liaison are the 
attendance of the chief of staff or 
the officers of the medical staff at 
board of trustees’ meetings. Some 
hospitals have this plus a joint 
conference committee. Other hos- 
pitals have elected one or more 
staff members to the board of 
trustees and utilized them. What 
we want is good representation or 
good liaison between boards and 
medical staffs. 

The actual methodology of doing 
it is for local determination. 

Q. How effective do you think the 
joint conference would be if used as a 
group, fundamentally a discussion group, 
to which all potentially controversial is- 
sves would come for discussion before 
unilateral action by the board of trustees, 
or by the medical stoff? 

DR. BABCOCK;: This committee 
is not a gripe committee, and I 
would say the least of its facets is 
the settlement of controversies 
alone. It is a very broad policy 
committee, and if it is functioning 
properly, you will never get to the 
controversy stage. 

Secondly, in those hospitals 
where it is fully utilized with a 
broad interpretation of what it is 
for, I think it has done more to 
cement board and staff relations 
than any other vehicle that has 
ever been used. We strongly rec- 
ommend it to prevent differences 
of opinion or to foresee changes in 
hospital policy or possible areas 
of friction that can be dissolved 
and resolved before they occur and 
become the controversies you men- 
tioned. 

(Continued on page 101) 
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what hospitals should know about 


guiding principles in medical 


HE PEOPLE of the United States, 

both professional and lay, 
clearly are determined that the 
acquisition of new medical knowl- 
edge must be accelerated. Research 
funds are being made available 
on a scale never before even hoped 
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research involving humans 


2 


The author examines some of the 
legal and moral aspects of drug re- 
search, emphasizing. the heavy re- 
sponsibilities of the investigator: his 
obligations to the human _ research 


subject and the knowledge he must © 


have of drugs being used. Guiding 
principles of the clinical research 
program at the Clinical Center of the 
National Institutes of Health are pre- 
sented. 


for, through local, state and fed- 


for their use are established. 


upon the following principles: 


the necessary consent. 


investigator’s written orders. 


STATEMENT.,OF PRINCIPLES 
- INVOLVED IN THE USE OF 
INVESTIGATIONAL DRUGS IN HOSPITALS 
Approved by Board of Trustees 
of the American Hospital Association September 29, 1957 


Hospitals are the primary centers for clinical investigations on new 
drugs. By definition these are drugs which have not yet been released 
by the Federal Food and Drug Administration for general use. 


Since investigational drugs have not been certified as being for gen- 
eral use and have not been cleared for sale in interstate commerce by 
the Federal Food and Drug Administration, hospitals and their medical 
staffs have an obligation to their patients to see that proper procedures 


Procedures for the control of investigational drugs should be based 


1. Investigational drugs should be used only under the direct 
supervision of the principal investigator who should be a member 
of the medical staff and who should assume the burden of securing 


2. The hospital should do all in its power to foster research con- 
sistent with adequate safeguard for the patient. 

3. When nurses are called upon to administer investigational drugs, 
they should have available to them basic information concerning such 
drugs—including dosage forms, strengths available, actions and uses, 
side effects, and symptoms of toxicity, etc. 

4. The hospital should establish, preferably through the pharmacy 
and therapeutics committee, a central unit where essential information 
on investigational drugs is maintained and whence it may be made 
available to authorized personnel. 

5. The pharmacy department is the appropriate area for the stor- 
age of investigational drugs, as it is for all other drugs. This will also 
provide for the proper labeling and dispensing in accord with the 


eral governments, through founda- 
tions and through industry. 

This trend is resulting not only 
in a greater amount of valuable 
research information but also in 
a greater amount of research in- 
volving human subjects. There is 
also a marked increase in use of 
new or investigational] drugs. This 
development places a heavy re- 
sponsibility upon the investigator 
regarding his obligations to the 
human research subject and the 
knowledge he must have of in- 
vestigational drugs before using 
them. 

This article Bs the guiding 
principles of the‘clinical research 
program at the Clinical Center of 
the National Institutes of Health. 
These principles were formulated 
prior to the opening of the center 
in 1953, and have required only 
slight modification in light of ex- 
perience. 

New chemical and biological 
materials for therapy, prevention 
and diagnosis provide both oppor- 
tunity and responsibility for re- 
search. At its least, this means 
physician and nurse alertness to 
good and bad results, sensitivities, 
and cumulative effects in _ indi- 
vidual patients; at its most, it 
means carefully controlled, cau- 
tiously evaluated projects in which 
several investigators, even several 
institutions, collaborate. 


INVESTIGATIONAL DRUGS 


General policies regarding the 
use of new drugs for investiga- 
tional purposes are well estab- 
lished. The “new drug” section of 
the Federal Food, Drug and Cos- 
metic Act prohibits introduction of 
new drugs into interstate com- 
merce unless there is first filed an 

(Continued on page 58) 
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investigational drugs 


responsibilities of 


the hospital staff 


NE OF THE services hospitals 
Q render society is participation 
in the constant search for new 
drugs to better diagnose, treat, and 
cure humanity’s ills. Only by the 
use of hospital facilities, including 
its laboratories and personnel, can 
effective clinical research on new 
drugs be undertaken and com- 
pleted. 

The use of investigational drugs 
places certain responsibilities for 
patient safety upon hospital ad- 
ministrators, physicians, nurses, 
and pharmacists. These responsi- 
bilities arise out of the nature of 
these drugs and the circumstances 
surrounding their evaluation on 
human subjects. 


PRINCIPAL INVESTIGATOR 


The principal investigator must 
be a physician or dentist who is 
qualified by experience and train- 
ing to investigate the safety of 
new drugs. While in practice the 
physician is equally interested in 
evaluating efficacy of the drug, 
major emphasis in the federal food 
and drug act is placed upon his 
qualifications to investigate the 
safety of the medicinal agent. Be- 
fore shipping an investigational 
drug to a physician or dentist, the 
manufacturer must have in its pos- 
session a signed statement from the 
investigator stating (1) that he has 
adequate facilities to make the pro- 
posed investigations and is qualified 
by training for such a study, and 
(2) that the drug will be used only 
by him or under his direction for 
the investigation, unless and until 
a new drug application becomes 
effective (see Fig. 1, right). 

No physician considers himself 
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INVESTIGATIONAL drugs being used by members of the hospital medical staff 
should be stored in a separate unit in the pharmacy. This one is at the av- 


thor's hospital. 


Respective roles in the handling of 
investigational drugs played by the 
chief investigator, the hospital ad- 
ministrator, the nursing staff and the 
hospital pharmacist are discussed by 
the authors. Methods used by two 
hospitals for handling these drugs are 
presented in detail. 


NEW DRUGS UNDER FOOD, DRUG, AND COSMETIC ACT OF 1938 

in order that we may comply with section 505 |i) of the above lew 
ond requlotions thereto, becomes recessory thet you fl out the 
following form, affix your signoture, and return it to us before we 
con make shipment of the drug under consderation 


1. Mame and Address of investigator sxientsienpiinmenpnianitiniaaiainaiiataiaaindia 


2. Academic 
3. Affiliations (Medica! School, Dental School, Hospital, Clinic) 


4. Nature of Proposed Study. Animal, Chemical, or Clinicol__._. 


5. Are laboratory and hospite! facilities ovoilable, if necessery, for 


6. patients are to be ambulctory, con orrangements be mode for 
observations af regular intervols” 


| believe thot | om qualified by training and experience to toke port 
in the study of the above named drug in order to obtain information 
concerning its safety ond therapeutic usefuiness | understand that this 
is @ new drug within the meaning of section 505 of the Food, Orug, 
and Cosmetic Act of 1938, ond agree that the supplies of this drug 
furnished me by the 
pany fer purposes of this study will be used only by me or under 
my direction uniess or until o new drug applicahon becomes effective. 


Signetvre__ 
Deted. 


qualified to evaluate all new drugs. 
Thus a physician who is an expert 
on the safety of one class of drugs 
may not qualify as an expert in 
the use of another class of investi- 
gational drugs. This emphasizes 
one of the important principles in 
the use of investigational drugs: 
Patient safety and welfare demand 
that the use of investigational 
drugs be limited to physicians who 
qualify as experts to investigate 
the safety of the drugs being eval- 
uated. 


A second principle in the use of 
investigational drugs is that free- 
dom of research be maintained. It 
seems best for hospitals to estab- 
lish certain rules and procedures 
for the use of investigational drugs 
but to avoid, whenever possible, 
setting up any body which is called 
upon to approve or disapprove re- 
search on specific drugs. The ob- 
jective of the rules and procedures 
adopted should be patient safety, 
not control of research. Failure to 
observe this principle will often 
arouse resistance from members of 
the medical staff, who may object 
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FORM A (Reduced in size) 


PHysIciAN ’s Data SHEET ON 
INVESTIGATIONAL Drucs 


FORM B (Reduced in size) 


Nurse’s Data SHEET ON 
INVESTIGATIONAL DrucGs 


. Pharmacologic 


Name of investigational drug: 
. Manufacturer or other source: 
Strength & form of investigational drug: 
and therapeutic properties 

Arrangements which have been made for its administra- 


Director of Pharmacy Service 


FORM C (Reduced in size) 


PHARMACISTS DaTA SHEET ON 


Patient |Rx No. | Amount | Ward 


Date: 


1. Name of investigational drug: tion: 
2. Manufacturer or other source: . Antidote: 
3. Strength & form of investigational drug: Date 
4. Amount received: N 
5. Date received: NO 
Control or batch no.: 
5. Pharmacologic and therapeutic properties: 
6. Antidote: 
7. Reason for desiring to use above drug: 
8. Reference in literature or other source of information 
relative to clinical use of drug: INVESTIGATIONAL Drucs 
9. “a nse Boe which have been made for its administra- Investigational Drug: 
Approved: Manufacturer: 
(Investigator) Date Physician 
(Medical Director) 
(Investigator) 


to what they interpret as undue 
interference with their professional 
prerogative to conduct research. 


ROLE OF ADMINISTRATOR 


Administrators should be aware 
of investigational drugs and should 
ascertain whether or not they are 
being handled properly in the hos- 
pital. This can usually be done 
readily by communicating with 
the Pharmacy and Therapeutics 
Committee, the group within the 
hospital organization that assists 
in the formulation of broad pro- 
fessional policies regarding the 
evaluation, selection, procurement, 
distribution, use, safety procedures, 
and other matters relating to drugs 
in hospitals. If no formal method 
of handling investigational drugs 
exists, the ‘Pharmacy and Thera- 
peutics Committee can be requested 
to develop policies and procedures 
for approval by the medical staff 
and the administrator. In this way 
the administrator serves as a cata- 
lyst and leader in providing greater 
patient safety. 


One of the weaker links in the 
chain of precautions for patient 
safety is the manner of handling 
investigational drugs in hospitals. 
These drugs are obtained by the 
principal investigator who, with 
few exceptions, takes them to the 
hospital nursing unit where they 
are administered to patients by 
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members of the nursing staff upon 
written orders. The drugs may be 
prescribed by the principal in- 
vestigator, or writing the patient’s 
order may be delegated to another 
member of the medical staff at his 
request. 

Difficulties that arise from this 
point on are due principally to a 
lack of communication. The nurse 
in many cases does not know what 
drug she is administering because 
it may be labeled only with a code 
number. Sometimes even the 
strength of the drug is not indi- 
cated. To add to the confusion and 
increase the possibility of error, 
the nurse may not know the vari- 
ous dosage forms in which the drug 
is available. Most important, the 
nurse is not advised of the actions, 
uses, precautions, and side effects 
of the drug. Because she cannot 
carry out her professional function 
of noting the patient’s response to 
the medication, the patient loses 
this important protection. If the 
patient should respond unfavor- 
ably to the drug, corrective meas- 
ures may be delayed. Because of 
these dangers to the patient, close 
communication between the prin- 
cipal investigator and the nursing 
staff must be maintained in order 
to avoid such circumstances. 

Thus a third important principle 
in the use of investigational drugs 
in hospitals is: Nurses who admin- 
ister investigational drugs under 
physicians’ orders must be in- 


fig. 2 
formed concerning their dosage 
forms, routes of administration, 
actions and uses, side effects, pre- 
cautions, toxicity, etc. 

As a member and secretary of 
the Pharmacy and Therapeutics 
Committee, the hospital pharmacist 
plays an important role in the han- 
dling of investigational drugs. His 
principal responsibility is to imple- 
ment the policies and procedures 
formulated by the Pharmacy and 
Therapeutics Committee and ap- 
proved by the medical staff and 
hospital administration. He is 
called upon to prepare summaries 
of the action, uses, and side effects 
of investigational drugs and to 
make these available to authorized 
personnel. The pharmacist main- 
tains a record of all investigational 
drugs being used in the hospital, 
records names of principal investi- 
gators, and is responsible for vari- 
ous other details, depending on 
procedures used in individual hos- 
pitals. 


POLICIES AND PROCEDURES 


The following policy and general 
procedure on the use of investiga- 
tional drugs, adopted by the medi- 
cal staff of a teaching hospital, 
illustrates the application of the 
principles just presented. With few 
exceptions, investigational drugs 
are not dispensed through the 
pharmacy department of this hos- 
pital. 

“Use of Investigational Drugs. 
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| The following rules regarding 
drugs for investigational use have 
been passed by the Pharmacy and 
Therapeutics Committee and ap- 
proved by the Medical Advisory 
Staff. These rules were drafted to 
provide a central clearing place for 
drugs used for investigational pur- 
poses in the Hospital and to pro- 
mote patient safety. It is not the 
intent of the Committee to pass 
upon or to attempt approval of 
drugs which are being investigated 
by any department. The Commit- 
tee feels that any attempt to 
approve or to pass upon investiga- 
tional drugs would tend to in- 
fluence the type of research being 
done. This is not the function of 
the Pharmacy and Therapeutics 
Committee. 

“1. Drugs for investigational use 
must be recorded with the Secre- 
tary of the Pharmacy and Thera- 
peutics Committee (the Chief 
Pharmacist) by the investigator 
before they may be used in the 
Hospital. In recording the drug 
with the Committee, the investi- 
gator is requested to furnish per- 
tinent information regarding the 
pharmacologic and therapeutic 
properties of the drug, as well as 
the arrangements which have been 
made for its administration and 
control. 

_“2. The administration of inves- 
tigational drugs by any route by 
members of the Nursing Staff is 
prohibited until such time as ade- 
quate information concerning the 
actions, uses, dosage, toxicity, and 


AMONG details the pharmacist is responsible 
for in connection with investigational drugs 
is keeping a record of all drugs being used 
in the hospital and the names of principal 
investigators. 


precautions of such drugs is avail- 
able on the individual nursing units 
in a form approved by the Phar- 
macy and Therapeutics Committee. 

“3. It shall be the responsibility 


of the Chief Investigator using the . 


investigational drug to furnish to 
the Secretary of the Pharmacy and 
Therapeutics Committee (the Chief 
Pharmacist) pertinent information 
on the drug to be administered in 
the Hospital. 

“4. It shall be the responsibility 
of the Pharmacy Department to 
prepare and to make available to 
the nursing department summaries 
of this basic information on in- 
vestigational drugs.”! 


ANOTHER EXAMPLE 


A second example of the han- 
dling of investigational drugs is 
that suggested by D’Ambola.? This 
method is employed in Hahnemann 
Medical College and Hospital, Phil- 


_adelphia, where investigational 


drugs are dispensed through the 
pharmacy department. 

“A request for approval of an 
investigational drug should be sub- 
mitted to the proper authority on 
a ‘Physician’s Data Sheet on In- 
vestigational Drugs’ (see Form A, 
Fig. 2, page 46) obtained fronr the 
Pharmacy. 

“From the information on Form 
A, the Pharmacy will prepare 
Form B (see Fig. 2), ‘Nurse’s 
Data Sheet on Investigational 
Drugs.’ Form B is supplied to all 
wards issued the particular inves- 
tigational drugs and supplies all 
the needed information concerning 
the drug to both the nursing staff 
as well as other personnel not fa- 
miliar with it. 

“The Pharmacy Department 
maintains a third form known as 
Form C (see Fig. 2), or ‘Pharma- 
cist’s Data Sheet on Investigational 
Drugs.’ Form C is a record of the 
issue of any particular investiga- 
tional drug. This form includes the 
date, name of physician, patient’s 
name, prescription number, quan- 
tity issued, and ward. This is a per- 
manent record of the use of any 
particular investigational drug un- 
til such time as it is released by 
the Food and Drug Administration 
and becomes available through the 
normal channels. 

“Issuance of investigational 
drugs from Pharmacy will operate 
in this manner: 


“1. Upon approval of an investi- 
gational drug by a committee, ad- 
ministrator, or other hospital of- 
ficial, the drug is turned over to the 
Pharmacy Service. (Form A will 
accompany each receipt of investi- 
gational drug from the physician.) 

“2. A physician will request such 
drug from the Pharmacy on a pre- 
scription blank. 

“3. The pharmacy will label each 
medication container with the fol- 
lowing: 

“A. ‘Not for general use’. 

“B. The name and dosage of the 
medication. (If only a code 
number is assigned to the 
drug, then such description 
as ‘Diuretic Drug’ or ‘An- 
tispasmodic Drug’ should be 
used in addition to the code 
number.) If available, the 
drug’s chemical name should 
always appear on the con- 
tainer. The chemical name 
helps in determining the 
type of antidote to be used 
in case of overdose or side 
effects. 

“C. The usual prescription label 
with: (1) date; (2) name 
of patient; (3) serial num- 
ber of prescription; (4) di- 
rections for use; (5) name 
of prescribing physician. 

“4. The pharmacy will issue 
prepared Form B to each ward or 
nurse’s station using the particular 
investigational drug. 

“5. Pharmacy will record each 
issue of investigational drug on 
Form C,” 


CONCLUSION 


Administrators should review 
and re-evaluate the hospital’s poli- 
cies and procedures for the han- 
dling of investigational drugs used 
in the hospital. Advice of members 
of the medical, nursing, and phar- 
macy staffs should be sought. Where 
indicated, steps should be taken to 
revise these policies and procedures 
to assure more adequate safeguards 
to the patient. Methods of control 
of investigational drugs outlined 
in this paper may be. adapted to 
fit the varying needs of different 
hospitals. 
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the health the nation 


N EXAMINING A subject as broad 
l as the health of the nation, 
it was difficult to determine which 
of a number of approaches to use. 
The first possibility which sug- 
gested itself was that of present- 
ing a statistical survey of the 


health and sickness of our people.. 


This idea was quickly abandoned. 
In my opinion, statistics should be 
used like onions in a salad—in 
small amount to add flavor and not 
in quantity to fill the bowl. 

Other courses of action were 
considered and discarded. Finally, 
I decided to do what comes natur- 
ally and to consider the health of 
the nation as I would the health 
of a child in my office. The first 
step would be to get the story of 
what had happened to date. Next 
would come an examination of the 
patient. Lastly, an attempt would 
be made to outline the future 
course. 

Realizing the difficulties in- 
volved in adopting such a pro- 
cedure I fell back upon a time- 
honored policy of the practicing 
physician—that of calling for con- 
sultation. To 80 of my medical 
friends over the country I sent a 
letter telling of my plight and ask- 
ing for help—help in the form of 
answers to three questions which 
I was asking. 

These colleagues are outstand- 
ing men and come from every walk 
of medical life—pathologists, gen- 
eral practitioners, radiologists, in- 
ternists, physiatrists, hospital ad- 
ministrators, surgeons, public 
health officers, obstetricians, ortho- 


_ pedists, and pediatricians. They are 


busy men and yet 59 of these phy- 
sicians responded to my appeal. 
The responses were no cursory 
letters but ranged from two to ten 


Julian P. Price, M.D., is a pediatrician 
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by JULIAN P. PRICE, M.D. 


The author examines the health of 
the United States in the light of the 
results of an informal survey of 80 
colleagues. He reviews past changes, 
evaluates the present picture, and pre- 
dicts future trends in the health of the 
nation. 


typewritten pages in length—four 
were written in long hand—and 
gave evidence of intense thought 
and careful preparation. 

This paper has been prepared 
from the ideas and opinions ex- 
pressed by my colleagues and from 
my own thinking and experience. 
It is an attempt to appraise the 
health of the nation and will be 
presented in the form of answers 
to the questions which I posed to 
my consultants. 


What ore the factors which have 

brought about the greatest changes 
in medicine and in the health of our 
nation in the past 30 years? (I chose 
the period of 30 years because it 
represents a medical generation, 
and it is also the approximate 
number of years most of my col- 
laborating colleagues and I have 
been engaged in the practice of 
medicine.) 

Probably the outstanding factor 
in the eyes of the public has been 
in the field of therapy. No three 
decades in medical history have 
seen as many additions to the phy- 
sician’s armamentarium as we 
have experienced in our time. The 
impact of the sulfonamides and 
the antibiotics upon the life of the 
average citizen has been incal- 
culable. Specific preparations have 
been introduced to aid in combat- 
ting tuberculosis, malaria, and 
hypertension. Anticoagulants and 
liver extract, unknown 30 years 
ago, are in common use today. De- 
velopments in the field of endocri- 
nology have been outstanding with 
the identification and synthesis of 
various hormones. Antihistamines 
have become valuable tools in the 


field of allergy, as have tran- 
quilizing drugs in the field of men- 
tal health. Vitamins, just appear- 
ing on the horizon a generation 
ago, have become household words. 


There were those, a generation 
ago, who thought that surgery had 
reached its peak and that the fu- 
ture had little to offer save in the 
perfecting of technical procedures. 
How wrong they were. Operations 
are being done today that would 
have been termed impossible by 
our fathers. Helping to make these 
operations possible have been 
great advances in the understand- 
ing and administration of anesthe- 
tics. Early ambulation has helped 
to improve and speed up the stage 
of convalescence as well as to in- 
sure a more rapid turnover in hos- 
pital beds. 

Still in swaddling clothes a gen- 
eration ago the science of virology 
has now reached the age of rapid 
growth. Different viruses are being 
recognized, isolated, classified, and 
cultured in the laboratory. Their 
relationship to specific disease is 
being determined. 


INFANT AND MATERNAL CARE 


In evaluating the health stand- 
ards of a community or a nation 
it is common practice to determine 
what is happening in the realm of 
infant and maternal care. In both 
of these fields great strides have 
been made. In 1925 (and here I 
present my first statistic) 72 out 
of every thousand babies in this 
country died before reaching the 
age of one year. In 1955 (the last 
year for which figures are avail- 
able) the number had dropped to 
26. 

Even more dramatic figures can 
be presented in the field of mater- 
nal care. In 1925 the maternal 
death rate was 65 per 10,000 births. 
Today the rate is slightly less than 
five. From 65 to 5 in 30 years— ‘ 
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almost unbelievable. The reasons: 
better prenatal care, the use of 
antibiotics, the availability and 
use of blood, the increasing trend 
toward deliveries in hospitals 
where emergencies can be handled 
without delay, and the good work 
of physicians and nurses. 

Another factor that has breught 
about changes in the pattern of 
life, and of death, in cur pecpie has 
been the decreasing incidence of 
infectious diseases. Thanks to im- 
munizations, improved sanitation, 
and anti-infective agents, diph- 
theria, scarlet fever, whooping 
cough, typhoid, infectious diar- 
rhea, tetanus, zonorrhea, and 
syphilis are no ionger the scourges 
they were 30 years ago. The death 
rate in tubercuiosis has dropped 
from 130 per 100,000 in 1927 to 8 
per 100,000 in 1956. 

Advances have beer made in the 
realm of mental health and mental 
disease. Psychopathic disorders are 
better understood and newer 
techniques—such as shock therapy 
and tranquilizing drugs—are be- 
ing used in treating them. Medical 


student and practicing physician 


alike are learning more about psy- 
chosomatic medicine. 

Perhaps the greatest change has 
been in the attitude of the public. 
Mental health and mental disease 
have been brought out of the dark- 
ness of the backhall closet into the 
light of the living room where 
mental and emotional problems are 
freely discussed. The stigma of 
mental sickness is slowly fading 
and patients are beginning to go 
to the office of the psychiatrist or 
to the mental health clinic of their 
own accord and through the front 
door. 


PUBLIC HEALTH ACTIVITIES 


Another field in which changes 
have taken place is that of organ- 
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THE mitral stenosis operation shown above demonstrates one of many 
new techniques of heart surgery that have been developed recently. 


..- Operations are being done today 
that would have been termed 
impossible by our fathers... 


... The stigma of mental sickness 
is slowly fading... 


LEADING a normal life and enjoying social contact is part of therapy 
in such modern mental hospitals as St. Elizabeths, Washington, D. C. 


.-+ The influence of the public health 
worker has been profound... 


PUBLIC health nurse (left) and student nurse (right) give nutrition in- 


struction as part of University of North Carolina's Home Health Service. ‘ 


ized public health activities. The 
U.S. Public Health Service, state 
and city health departments, and 
county health units have grown 
immeasurably and their work as 
well as their place in the medical 
field is now recognized and ac- 
cepted. Through specific activities 
in preventive medicine, hygiene, 
and sanitation and through educa- 
tion of the public, the influence of 
the public health worker has been 
profound. 

Research has ever played a large 
part in medical progress and such 
has been true during the past 30 
years. The great advances already 


mentioned in medical and surgical 
diagnosis and treatment did not 
come by accident but through in- 
tensive study and experimentation. 

Medical practice has also 
changed. There has been a marked 
increase in the number of special- 
ists as well as in the number of 
specialties. (According to one of 
my consultants there are now 19 
specialties, 5 sub-specialties, and 
27 special fields of medical care— 
making a total of 51 types of 
medical practice.) Offices of most 
physicians, be they specialists or 
general practitioners, are better 
organized and equipped than thev 
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were a generation ago and are 
geared to the greater use of sci- 
entific and laboratory tools. Pa- 
tients are coming to the physician’s 
office more and more and the house 
call, except in cases of acute ill- 
ness or emergency, is becoming 
less common. 


CHANGES IN NURSING 

While discussing the physician 
we would do well to talk about 
his young sister on the medical 
team—the nurse. How she has 
changed in the past 30 years! There 
has been a marked upgrading in 
her education with an expanding 
curriculum. More of her under- 
graduate time is being spent in 
study and discussion and less in 
the care of the patient. She is 
taught to carry out procedures 
which a generation ago were con- 
sidered the exclusive privilege of 
the physician. She is graduated, a 
professional nurse, with a variety 
of fields into which she may enter; 
the hospital, the doctor’s office, the 
school of nursing, the armed serv- 
ices, the industrial plant, the pub- 


lic health service, and—matri- 
mony. 
Several years ago, with the 


student engaged in her studies and 


' the graduate nurse entering more 


highly specialized fields, the prob- 
lem of rendering nursing care to 
the patient became acute. To meet 
this need the trained auxiliary 
worker (practical nurse, nursing 
aide) was added to the hospital 


personnel. From a mere handful™ 


a few years ago their number has 
increased to 300,000 or more and 
they have established themselves 
as an essential and permanent part 
of the group rendering medical 
care. 

Hospitals have kept pace with 
these chdnges. States and com- 
munities, aided by federal funds 
under the grant-in-aid program of 
the Hill-Burton Act, embarked 
upon building programs or ex- 
panded existing facilities until 
there are more than 1.6 million 
hospital beds in the country today. 
People are becoming hospital con- 
scious and on the average one out 
of every eight citizens is hospital- 
ized during the year. Hospitals are 
now recognized as big business and 
trained administrators have been 
developed to supervise their af- 
fairs. The Joint Commission on 
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Accreditation of Hospitals has 
stimulated institutions to increase 
their effectiveness in rendering 
good care to the patient and today, 
excluding psychiatric institutions, 
75 per cent of those hospitals eli- 
gible for accreditation have been 
accredited. 

Much of the development of hos- 
pitals and the great increase in 
their usage has been due to the 
growth of voluntary prepaid 
health insurance. From experi- 
mental beginnings some 20 years 
ago the coverage of hospital, surgi- 
cal and medical expenses as pro- 
vided by Blue Cross, Blue Shield, 
private insurance companies, and 
independent plans has been pheno- 
menol. Over 110 million in this 
country have hospital expense 
protection today, 103 million have 
surgical protection, and 67 million 
have policies that cover regular 
medical expense. The total pay- 
ment in 1956 for hospital and phy- 
sician bills paid by these plans 
amounted to $2.9 billion. 


STANDARD OF LIVING 


In considering the health of our 
nation during the past three dec- 
ades we must mention factors out- 
side of the strictly medical field. 
There has been an over-all im- 
provement in the standard of liv- 
ing. Shorter working hours, more 
time for leisure and recreation, 
slum clearance programs, me- 
chanical aids in the home, re- 
frigeration, rural electrification, 
pasteurization, enriched flour, 
canned foods for infants, better 
preservation and marketing of 
general foods, improved sanita- 
tion, the use of insecticides—these 
and other factors have influenced 
the health of our people. Better 
roads and more and better cars 
have proved a blessing in bringing 
the one who is in need of medical 
care closer to the hospital and to 
the doctor. They have become a 
curse in the terrific toll of high- 
way deaths which have followed 
in their wake. 

Through the media of news- 
papers, magazines, radio, and tele- 
vision, the public is receiving in- 
creasing amounts of information 
regarding health and disease. Pub- 
lic curiosity regarding health has 
been stimulated and people want 
medical news and opinions. Much 
of the mystery and taboo has been 
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taken out of medicine—syphilis is 
mentioned in public print, sexual 
problems are the subject of maga- 
zine articles and P.T.A. discus- 
sions, cancer is discussed in the 
living room, alcoholism is spoken 
of as a disease, and the physician 
is being demoted from his erst- 
while position of superman to that 
of an ordinary individual with 
special skills. 


ELIXIR OF SNAKE ROOT 


What effect this perpetual bom- 
bardment of words and ideas has 
had on the average citizen is hard 
to determine. Undoubtedly the 
general result has been good. But 
there are still those who seem to 
be gullible to the appeal of the 
old-time barker of elixir of snake 
root—who promised a cure with 
every bottle—and they spend their 
money for vitamins guaranteed to 
banish ‘every ill, tablets that will 
melt away the fat, laxatives that 
will treat one as gently as a baby, 
pain relievers that enter the blood- 
stream much faster than aspirin, 
and tranquilizing drugs that will 


allay every woe and worry. 


Another force which has had a 
strong bearing on the course of 
medicine and medical care in the 
past generation has been the in- 
creasing part: which the federal 
government has taken in matters 
of health. Mention has been made 


- of government participation in re- 


search, in preventing disease, in 
hospital construction, in aiding 
and supporting the work of state 
and local health units, and in pub- 
lic education. In addition to this 
there has been active participation 
in giving medical care. Today 
nearly one out of every four per- 
sons in this country—and this in- 
cludes 22 million veterans—is 
eligible for some degree of medi- 
cal care which is either provided 
or paid for by the federal govern- 
ment. 

The last factor I will mention 
is the world-wide trend toward 
socialism. During the past 30 years 
there has been a socio-economic 
revolution with various nations 
adopting or expanding medical 
care plans under the control and 
supervision of the national gov- 
ernment. An attempt to establish 
such a plan in this country in the 
form of so-called compulsory 
health insurance was killed. Those 
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who advocate the plan are still 
active, however, and through in- 
direct rather than direct action 
continue in their efforts to institute 
a more socialistic form of medical 
care for our people. 

In concluding this section of my 
paper, I would like to illustrate 
the tremendous changes of the 
past 30 years in a simple way. 
Here are 20 words or phrases 
which are part of our everyday 
medical. vocabulary and without 
which we would find it difficult to 
carry on a medical conversation— 
yet these same words were non- 
existent three decades ago: anti- 
biotic, antihistamine, benzedrine, 
coramine, cortisone, DDT, dicum- 
erol, electroencephalograph, gam- 
ma globulin, hyaline membrane, 
infectious hepatitis, penicillin, Q 
fever, Rh factor, rauwolfia, sul- 
fonamide, testosterone, thiamin, 
viremia, television and hydrogen 
bomb. 


“Whet ore the strengths and 
I weaknesses of medicine (in its 
broadest sense) and of the health of 
ovr people?” was the second ques- 
tion I asked of my collaborating 
colleagues since, after taking the 
history, the next step in handling 
a patient is examining him to 
determine how various parts of 
his body are functioning and to 
appraise his general condition. 
The story of the past 30 years 
has already suggested many of the 
factors which contribute to our 
strength. We have a tremendous 
reservoir of scientific knowledge, 
we have an increasing number 
of tools with which to work, and 


. ++ She (the nurse) is taught to carry out procedures 
which a generation ago were considered 
the exclusive privilege of the physician . . . 


we have developed an expanding 


ability to use both the knowledge © 


and the tools in our effort to fight 
disease and to improve the health 
of our people. 

We are continually adding to 
our fund of knowledge. In the re- 
search Jaboratory, at the bedside 
of the patient, in the operating 
room men are studying and leafn- 
ing more and more about obscure 
problems and mysterious diseases. 
New drugs are being developed 
and new methods of treatment are 
being evolved. 

Our people are living longer. 
Thirty years ago life expectancy 
in this country was 59. Today it 
is 69.5. Three decades ago 5 per 
cent of our people were over 65 
years of age, today the number is 
8.6 per cent. A new field of medi- 
cine—geriatrics—is developing to 
take care of this growing segment 
of our population. 

There is an increasing demand 
by the public for medical informa- 
tion. Thanks to this hunger, our 
people are better informed in mat- 
ters of health and disease than 
they have ever been. 

We have an increasing number 
of hospitals. Far better organized 
and administered than they were 
a generation ago, they are render- 
ing good medical care. 

We have a system of voluntary 
prepaid health insurance which 
has shown phenomenal growth in 
the past 20 years and is continuing 
to expand, both as to the number 
of people who are protected and 
the amount of coverage provided. 

We have well organized and 
capable public health departments 


GRADUATE nurse 
ond nursing aide 
set up intraven- 
ovs fluids for a 
patient in the 
accident room of 
lutheran Hospi- 


WORK simplifica- 
tal of Maryland. 


tion methods for 
cardiac hovuse- 
wives are dem- 
onstrated in 
classes sponsored 
by a Tompkins 
County (N.Y.) 
health group. 


..+ The public is receiving increasing amounts of 
information regarding health and disease. . . 


on the national, state, and local 
levels which are rendering yeo- 
man service in the field of pre- 
ventive medicine, sanitation and 
public education. 

We have a sound system of 
medical education which is giving 
to the country well trained phy- 
sicians. These physicians working 
singly and in groups—in partner- 
ships, in small clinics, in large 
medical centers—are giving to our 
people the best medical care this 
country has ever known. We have 
physicians who are dedicated to 
their profession and to their pa- 
tients. Men of character, their great 
desire is to serve and to better the 
condition of their fellowmen. 

We have great health organiza- 
tions, such as the American Hos- 
pital Association and the American 
Medical Association, who are not 
only working for the betterment 
of their own members but are de- 
voting much time and energy to 
the public welfare. As watchdogs, 
they warn against disease, against 
accidents and poisonings, against 
quackery, against unethical prac- 
tices, against the lowering of 
standards, against the encroach- 
ment of outside influences which 
would interfere with the physician 
or the hospital in giving the pa- 
tient the best possible care. As 
scientific consultants, they give 
suggestions and advice to Congress 
and to the general public concern- 
ing matters of health. 


FREEDOM IS GREATEST STRENGTH 


Lastly—and perhaps in this we 
find our greatest strength—we en- 
joy freedom. The practice of medi- 
cine has been and still is part and 
parcel of the competitive system 
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of free enterprise, The patient is 
still free to choose his own phy- 


Sician, and the physician his pa-‘ 


tient. The physician is privileged 
to give his patient the best pos- 
sible care as dictated by his know]l- 
edge and his conscience and not 
by a state or federal bureau. 
Standards of medical education in 
this country today are those which 
have been established by the medi- 
cal profession, not those promul- 
gated by some outside agency. 
Hospitals are independent units 
and continue to operate on a local 
jJevel through the integrated ac- 
tivity of the board of trustees, the 
administrator, and the medical 
staff. Accreditation of hospitals is 
on a voluntary basis and there is 
no outside force, except that of 
public opinion, which makes our 
hospitals improve their standards 
of medical care. The average citi- 
zen is still responsible for himself 
—he is not a ward of the govern- 
ment—and must make a personal 
effort to provide medical care for 
himself and his family. We are still 
a free people in spite of those who 


would lead us down the road to. 


regimentation and the welfare 
state. 


DISCUSSION OF DEFICIENCIES 


It would be easy to stop at this 
point, to utter a few platitudes and 
end this appraisal—but to do so 
would be scientifically dishonest. 
As a financial statement must in- 
clude a list of the liabilities along 
with the assets so must the ap- 
praisal of the health of the nation 
include a discussion of our de- 
ficiencies and needs along with a 
presentation of our strength. 

One of our greatest needs is for 
better education of our people. The 
simple rules of healthy living, the 
essentials of a balanced diet, the 
danger of self-medication, the de- 
sirability of seeking medical help 
early in case of sickness—these 
are some of the fundamental truths 
that must be taught to all of our 
citizens. Our people must be 
warned against the blandishments 
of the charlatan and quack. They 
must be made to realize that, in 
spite of advertisements to the 
contrary, there is no panacea for 
all our ailments and that even vita- 
mins, diets, and the wonder drugs 
must be used with knowledge if 
they are to help and not harm. 
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We have a fine system of medi- 
cal care in this country. It must 
be made available to all of our 


people. Much has been done toward . 
the achievement of this goal but © 


there is still much to be done. More 
and more of our people must be en- 
couraged to protect themselves 
with prepaid health insurance. 
Blue Cross, Blue Shield, and in- 
surance companies must be en- 
couraged to expand into broader 
fields, and to offer coverage for 
catastrophic and long term illness 
—at a price the average citizen 
can afford to pay. Plans must be 
worked out to provide better pro- 
tection for the marginal and low 
income groups, and for people in 
retirement. Local communities 
must be encouraged to provide 
adequate medical care for those of 
their citizens who are indigent. 

In spite of the great building 
program in recent years, we are 
still in need of hospital beds in 
various areas—and this is particu- 
larly true with regard to the care 
of our psychiatric patients. More 
of our hospitals must be encour- 
aged to raise their standards to 
meet the requirements of ac- 
creditation. The cost of hospitaliza- 
tion is high and grows continually 
higher. This cost must be reduced 
as much as possible. A step in this 
direction would be for all hospi- 
tals to adapt to their requirements 
the methods of modern business 
and industrial management. (One 
of my consultants observed that 
archaic hospital administration in 
some of our hospitals is partly re- 
sponsible for their high cost of 
medical service). A further meas- 
ure of economy would be to pro- 
vide less expensive facilities for 
the convalescents and for the 
chronically ill. 


THE PERSONAL TOUCH 


Our hospitals need to regain the 
personal touch. Patients must be 
made to feel that they are not just 
room numbers on a floor, charts 
at the nurses’ station, or diagnoses 
in the record room. Perhaps a per- 
sonal experience will explain what 
I mean. Two years ago, while at- 
tending a meeting away from 
home, I pulled a muscle in my back 
and was put to bed in a hospital 
for a few days. I was treated most 
courteously by everyone with 
whom I had contact—from the 


THE EFFECTS of hor- 
mones in the treatment of 
cancer are being exam- 
ined in one research proj- 
ect at Yale University. 


maid who cleaned the room to the 
floor supervisor, from the mainte- 
nance men who fixed a pulley at 
the end of my bed to the resident 
surgeon. But at no time during my 
stay did I feel that anyone in the 
hospital was interested in me as 
an individual. Many seemed to 
have a general interest in my wel- 
fare but no one, except the attend- 
ing orthopedist who was a long- 
time friend, seemed to have a 
personal interest. (This was my 
first experience as a patient in 25 
years and it taught mea valuable 
lesson. I but wish that every hospi- 
tal administrator and director of 
nurses could have a similar ex- 
perience—without the pain in the 
back. ) 

We need to reappraise our sys- 
tem of medical education. The cur- 
riculum of our medical schools 
must be kept up to date and it is 
no easy task—so much knowledge 
has been accumulated that it is 
hard to know what is fundamental. 
Special consideration must be 
given to the increasing length and 
cost of a physician’s training. 

Careful study must be given to 
the needs of the future—to the 
position which the doctor of medi- 
cine, be he specialist or family 
physician, will hold and the type 
of education which will fit him best 
for his work. And—perhaps most 
important of all—we must give our 
medical students something be- 
yond that which they. learn from 
the textbook and from the labora- 
tory. Through precept and ex- 
ample, we must teach them that 
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(LEFT) The product of years of research, a cheap, disposable heart- 
lung apporatus (foreground) is tested on an animal prior to its use in 
direct-vision heart surgery. (CENTER) Models of the basic molecules 
making up living cells may help scientists discover how nucleic acid 
plays a part in changing normal cells to cancer cells. Nucleic acid is 


the practice of medicine is an art 
and a profession of service as well 
as being a science and a way to 
make a living. 

The practicing physician is doing 
a great work in this country but 
there are -certain tendencies—in- 
sidious influences—which are 
creeping in to lower his prestige 
and to impair his effectiveness. 
There is the tendency for the phy- 
sician to think of his patient as a 
problem to be solved rather than 
as a person to be helped. There is 
the tendency, and this is particu- 
larly true of the specialist, to rely 
too much upon tools and tests and 
not enough upon intelligence and 
reason for the making of a diag- 
nosis. There is the tendency for 
the physician to become so en- 
grossed in a particular system or 
organ of the body that he forgets 
the patient is an integration of 
body, mind, and soul. There is the 
tendency for the physician to 
think of himself as a man of sci- 
ence and to forget that he is also 
a man of service. Buried in his 
own little sphere of activity, there 
is the tendency for the physician 
to shirk his obligations as a citi- 
zen and as a member of his com- 
munity. There is the tendency for 
the physician to allow the hope of 
financial gain to wield an un- 
healthy influence on his profes- 
sional work. 


ORGANIZATIONAL DIFFERENCES 


In the great family of medicine 
(here I include all those who are 
connected with hospitals, with 


JANUARY 1, 1958, VOL. 32 


medical practice, with public 
health work and with research), 
there are many individuals and or- 
ganizations.with distinctive func- 
tions and activities. In the course 
of their work they come in close 
contact with other members of the 
family and it is inevitable that 
there be argument and at times 
difference of opinion. Sych discus- 
sion, if carried on with mutual 
respect, is healthy and makes for 
progress. Unfortunately there are 
some who become so impressed 
with their own importance and so 
convinced of their owff omniscience 
that they become highly critical 
and at times hostile toward those 
who do not agree with them. Such 
an attitude has helped to mar the 
good relations which should exist 
and has been one of the weak- 
nesses of our medical family life. 


CONFERENCE TABLE CODE 


Individuals and organizations in 
medicine would do well to adopt 
a simple code of conduct for the 
conference table—argue with rea- 
son and not with emotion, present 
facts and not fiction, give others 
credit for being intelligent, respect 
their sincerity and honesty, and 
be courteous. 

A final weakness in the health 
of our nation is the way in which 
medicine and medical care has be- 
come a political football. It was 
probably inevitable, in this day of 
world-wide social revolution, that 
government should be brought 
into closer contact with medicine. 
Working upon the false premises 


a fundamental substance controlling heredity. (RIGHT) The scientist 
at the right is holding the equivalent of three years work that aimed 
at purifying a blood pressure-raising substance called angictonin from 
heg blood. More than 3000 gallons of blood were treated during 
that time to obtain the small quantity of chemical .in the test tube. 


that it is the function of our gov- 
ernment to provide for the per- 
sonal needs of all her citizens and 
that the way to cure an ill—be it 
physical or economic—is to ap- 
propriate enough money to some 
governmental bureau, socialistic- 
ally minded planners and poli- 
ticians are advocating a federally 
financed and controlled system of 
medical care. To be sure they are 
working gradually—and their 
latest blandishment is free medical 
care (free meaning paid by the 
taxpayer) for those retired at 65 
under social security—but their 
ultimate goal is obvious. This ef- 
fort to have medicine and medical 
care become completely subservi- 
ent to government can only be de- 
feated as we show our people what 
it will do toward increasing the 
cost of government, toward de- 
creasing the liberties of the pa- 
tient and his doctor, toward im- 
pairing the quality of medical care, 
toward destroying our way of life 
as it stifles those two forces which 
have helped to develop our coun- 
try—personal initiative and per- 
sonal responsibility. 


The third request made of 
Il my consulting colleagues was 
to take a look into the future and to 
prognosticate the changes that might 
come in medicine—both good and bad— 
in the next 30 years. 

Undoubtedly there will be great 
advances in technology. The num- 
ber of deaths from automobile ac- 
cidents will continue to increase. 
Airplanes and helicopters will be 
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used extensively by both physician 
and patient. Closed circuit tele- 
vision will be employed in medical 
educativn as well as for long dis- 
tance consultation and interchange 
of information between individual 
physicians. Hospitals will call upon 
automation to increase their ef- 
fectiveness and to decrease their 
costs. Synthetic foods will play an 
important part in diet and nutri- 
tion. Electronics and atomic energy 
will be used extensively in the 
diagnosis and treatment of disease. 
Chemistry will play an increas- 
ingly important role in bringing 
new tools with which to detect and 
fight pathological processes in the 
body. 

Most of the communicable dis- 
eases will probably be eradicated. 
Tuberculosis will join poliomyelitis 
as one of the scourges of the past. 
There will be better understand- 
ing of arteriosclerosis, coronary 
disease, hypertension, chronic ne- 
phritis, and rheumatic fever. Dia- 
betes will be treated without in- 
jections. Leukemia and certain 
types of cancer will be amenable 
to cure. The chemical nature of 
certain mental disease will be dis- 
covered and their control brought 
about through the giving of drugs. 
Virus diseases will increase and, 
thanks to the number of older peo- 
ple, degenerative disease will be- 
come of greater and greater con- 
cern to the practicing physician. 
There will be increased interest in 
the rehabilitation—physical, men- 
tal, and social—of the handicapped 
and chronically ill. The field of 
surgery will be narrowed as more 
conditions become amenable to 
medical therapy. 


INCREASE IN GROUP PRACTICE 


Medical practice will change. 
The trend toward specialization 
will continue with an increase in 
group practice in clinics. These 
clinics will be staffed and equipped 
to furnish complete care for the 
ambulatory patient and a large 
segment of the population will 
patronize their services. There will 
still be those, however, who want 


the attention of an individual phy- . 


sician for themselves and their 
families, and for these a new type 
of family physician will emerge 
to take the place of the present 
general practitioner. His work will 
consist of internal medicine, pedi- 
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atrics, and psychiatry—with office 
procedures in orthopedics, gyne- 
cology and surgery. Following the 
shift of population, many phy- 
siclans will move out to the sub- 
urbs where they will be able to 
serve their patients more effec- 
tively. 

There will be greater emphasis 
on keeping people healthy. The 
prevention of disease—through 
immunizations, through better un- 
derstanding of food and nutrition, 
through fitness programs in young 
people—will become increasingly 
important. Life expectancy will in- 
crease as more is known about the 
process of aging and the diseases 
of the aged. 

The present hospital building 
program will continue but the em- 
phasis will be on more hospitals 
in suburban areas and in smaller 
communities, and these will stress 
private and semi-private accom- 
madations rather than ward beds. 
The large institutions in metro- 
politan areas will increase their 
patient capacity through the addi- 


- tion of wings and annexes for the 


care of the convalescent, the 
chronically ill, and the patient who 
needs rehabilitation. The general 
level of hospital care will con- 
tinue to improve _as more hospitals 
become accreditated. Many hospi- 
tals, especially those with closed 
staffs, will establish their own 
clinics and will be in competition 
with group clinics owned and con- 
trolled by private physicians. 
Groups of hospitals in large cities 
will endeavor to coordinate their 
activities to prevent duplication of 
personnel, equipment, and effort 
and thus reduce costs and increase 
efficiency. 

Labor unions will increase their 
demands for more medical care as 
fringe benefits increase and there 
will be a tendency for unions to 
establish their own clinics and 
health services, with the employ- 
ment of full time physicians and 
surgeons. 


GOVERNMENTAL PARTICIPATION 


Finally, strenuous effort will be 
made to have government partici- 
pate more and more in the field of 
medicine. The work of the US. 
Public Health Service will be 
greatly expanded. An increasing 
amount of federal money will be 
appropriated for the support of re- 


search and for the building of hos- 
pitals, and similar support for 
medical education and medical 
schools will be strongly advocated. 
Medical care for those over 65 is 
now being proposed. If this is 
adopted, subsequent proposals are 
not hard to  predict—complete 
medical care for all on public wel- 
fare rolls, for the disabled, for 
women over 50, for all widows, for 
veterans and their families, for 
men over 50 and their families, 
and finally for all who hold social 
security cards. During the next 30 
years the halls of Congress will 
resound with debate and the air- 
ways and printed pages will be 
filled with argument as the issues 
are presented to the people. Those 
who advocate a system of medical 
care, financed and controlled by 
the federal government, will win 
minor skirmishes but I do not be- 
lieve they will win the major battle. 
The revolt of the younger genera- 
tion against mounting taxation and 
the refusal of liberty-loving 
Americans to embrace socialism 
will be the forces which will deter- 
mine the outcome. 

The past with its generation of 
unparalleled achievements, the 
present with its strengths and 
weaknesses, the future with its 
possibilities and its hopes and 
its forebodings—these are they 
which speak of the health of the 
nation. They tell us that we are a 
growing nation, a strong nation, a 
restless nation. They tell us that we 
have done much in the field of 
medicine but that much remains 
to be done. They tell us that the 
future is uncertain, that the prom- 
ise for scientific achievement is 
excellent but that the course 
which medicine and medical care 
will pursue may undergo great 
changes. They tell us that the 
changes which come will be deter- 
mined by the desires of the people 
and by the activities of those who 
belong to the great family of medi- 
cine. They tell us that what hap- 
pens in medicine will have strong 
influence on what takes place in 
other phases of our nation’s life. 

We who deal with the health and 
medical welfare of our citizens 
are confronted with great oppor- 
tunities and grave responsibilities. 
They challenge the best we can 
give in planning, in work, and in 
service. 
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COMMITTEE ON NOMINATIONS 


In accordance with the Bylaws of 
the American Hospital Association, 
the members are hereby notified of 
the forthcoming meeting of the Com- 
mittee on Nominations in Chicago at 
the time of the Midyear Conference 
of Presidents and Secretaries of State 
and Regional Hospital Associations. 

The first meeting will be held on 
Friday, February 7, from 11:00 a.m. 
to 12:00 noon, and the second will be 
on Saturday, February 8, from 11:00 
a.m. to 12:00 noon. 

The meeting on Friday, February 
7, will be held in Rooms 15 and 16 of 
the Palmer House. The meeting on 
Saturday, February 8, will be held in 
those rooms also. Members wishing to 
appear before the committee should 
present themselves in Room 15. 

Association members may submit 
names to the committee for considera- 
tion. Officers to be nominated are a 
president-elect, a treasurer for a one- 
year term, and three members of the 
Board of Trustees, each for a three- 
year term. The committee will also 
nominate four Delegates at Large, 
each for a three-year term. The slate 
of nominations will be presented to 
the House of Delegates at its regular 
meeting later this year following addi- 
tional open meetings of the commit- 
tee. 

The chairman of the Committee on 
Nominations is Ritz E. 
general manager of the Lutheran Hos- 
pital Society of Southern California, 
1414 S. Hope St., Los Angeles 15. 
Other committee members are: Dr. 
Kenneth B. Babcock, director of the 
Joint Commission on Accreditation of 
Hospitals, Chicago 11; Rev. Bolton 
Boone, director of the Methodist Hos- 
pital of Dallas, Dallas 22, Tex.; Dr. 
Frank R. Bradley, director of Barnes 
Hospital, St. Louis 10; Ray E. Brown, 
superintendent of the University of 
Chicago Clinics, Chicago 37; Marshall 
I. Pickens, director of hospital and 
orphans section, Duke Endowment, 
Charlotte, N.C.; and Lester E. Rich- 
wagen, administrator of Mary Fletcher 
Hospital, Burlington, Vt. 


Heerman., 


Editor's Note: A guide to the Stand- 
ing Committee on Nominations of 
the American Hospital Association, 
approved by the House of Dele- 
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gates Oct. 1, 1957, was printed in 
the Dec. 16, 1957, issue of this 
Journal (pp. 46, 75). 


The following actions were taken 
by the House of Delegates of the 
American Hospital Association at 
its meetings in Atlantic City, N.J., 


Sept. 29-Oct. 2. Further actions of. 


the House will be reported in sub- 
sequent issues of this Journal. 


A GUIDE FOR HOSPITAL RATE SETTING 


Originally approved by the 
Board of Trustees June 8, 1956. 

Originally approved by the 
House of Delegates Sept. 17-20, 
1956. 

Revision approved by the Board 
of Trustees Sept. 29, 1957. 

Revision approved by the House 
of Delegates Oct. 2, 1957. 

The philosophy of hospital or- 
ganization, operation, and man- 
agement has undergone complete 
transition since the turn of the 
century under the impact of ever 
increasing medical knowledge. The 
story of the growth of our modern, 
scientific hospitals is a familiar 
one. People now think of their 
hospital as a place where life be- 
gins and health is restored, as a 
haven in time of medical emer- 
gency, as a center for the best in 
medical diagnosis and treatment, 
and, most importantly, as a re- 
spected and necessary community 
institution. 

New medical knowledge and 
greater popular use of hospitals 
over the years have been reflected 
also in changing methods of finan- 
cing hospital care. Many of. the 
early hospitals were founded for 
the care of the sick poor. Later, 
when these _ institutions were 
recognized as safe and properly 
equipped to assure the best in 
health care, they came to be used 
by persons who could pay for their 
care. 

For many years hospital rate 
structures closely paralleled the 
physician’s method of charging 


patients; that is, on the basis of 
income and ability to pay. In most 
hospital rate structures, self-pay- 
ing patients were expected to help 
support the care of those less for- 
tunate, those who could not afford 
to pay for part or all of their hos- 
pitalization. Hospitals thus were 
financed from self-paying patients, 
income from endowment funds 
given to the hospital by people of 
means, and community campaigns 
for funds, often on an annual basis 
through community fund raising. 

In the past two decades the costs 
of medical care have risen mark- 
edly. This has given rise to the 
philosophy and practice of prepay- 
ment, which currently has become 
the most substantial portion of pa- 
tient income for many hospitals. 
Paralleling this development has 
occurred the growth of the nation’s 
social welfare programs which 
provide assistance to several cate- 
gories of those less fortunate. As 
the span of life has lengthened, 
this source of income has become 
of growing importance to hospitals. 
There still remains, however, some 
element of “captive charity” in 
hospitals’ relations with self-pay- 
ing patients to offset the cost of 
hospitalization for which the less 
fortunate cannot pay and (for 
which social welfare programs 
make inadequate or no provision. 

In 1953 the American Hospital 
Association, recognizing the need 
for standard guides for the use of 
prepayment plans and social wel- 
fare agencies, through its Board of 
Trustees and the House of Dele- 
gates approved and issued Prin- 
ciples of Payment for Hospital 
Care. These principles have gained 
general acceptance nationally as a 
guide in the formulation of meth- 
ods of reimbursement by prepay- 
ment plans and social welfare 
agencies. The most important of 
these principles which relate to 
rate setting are: 

1.200 Agencies purchasing hos- 

(Continued on page 102) 
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F YOU COULD have been with me 
the past 60 days, I am sure you 
would be as impressed as I am 
with the many very competent in- 
dividuals who are making material 
contributions to hospitals through 
regional, state, and national hospi- 
tal associations. It is one of the 
many privileges of your president 
to see this outstanding display of 
ability on more than a single state 
or regional level. My schedule was 
as follows: Northwest Texas 
Hospital Association, American 
Hospital Association orientation 
meeting, California Hospital As- 
sociation, Baylor University Hos- 
pital’s annual presentation of serv- 
ice awards, three institutes in 
Honolulu, and meetings of the 
AHA Coordinating Council and 
Board of Trustees. In between, I 
worked a little for Shannon Hos- 
pital, saw S.M.U. beat Texas, and 
visited my dentist for a refilling. 

Since this is being written soon 
after my letter on care of the re- 
tired aged to you of Dec. 2, 1957, 
I cannot know what will develop 
by the time you read this report. 

The interim guidance statement 
developed by your trustees on 
Nov. 27, 1957, which was enclosed 
with my letter, is, in my opinion, 
a strong one. Positive statements 
could be made because of the fine 
work of our very capable Com- 
mittee to Study Health Needs of 
the Aged. We said that retired 
aged (over 65) persons face a 
pressing problem in financing their 
hospital care. Please note that we 
said retired aged, and thus ex- 
cluded the employed aged. Also, 
note that we said hospital care and 
did not comment on physician 
care. 

We said that at the present time 
we believe that federal legislation 
would be necessary to solve the 
problem satisfactorily. This state- 
ment is in complete accordance 
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your fresident reports 


with the Guiding Principles in De- 
veloping Legislation for the Health 
Needs of the Aged established by 
our House of Delegates in Septem- 
ber 1955. Since ‘1955, as before, 
there has been no marked evidence 
that the problem can be solved 
otherwise. Our statement does not 
in any way prohibit the applica- 
tion of a maximum income or an 
asset valuation determination for 
individual qualification. 

We said that all possible solu- 
tions must be vigorously explored, 
including methods by which 
dangers inherent in the _ social 
security approach can be avoided. 
This we intend to continue doing 
through our own resources and by 
requesting and studying all in- 
formation available from other 
sources. Further, we have _ in- 
structed our Council on Govern- 
ment Relations to urge the appro- 
priate committees of Congress to 
conduct full and complete hearings 
on the whole matter of the health 
needs of aged persons. This prob- 
lem needs a complete answer and 
not just a partial answer. 

Exploration of health needs of 
the aged should discover if pre- 
payment is ready to offer to all 
nonindigent aged persons realistic 
benefits for a “can afford” pre- 
mium, or if prepayment will con- 
tinue its attitude that without un- 
realistic benefits and high premium 
safeguards these aged are nonin- 
surable. 


; THERE methods by which . 


dangers inherent in the social 
security law can be avoided? More 
of us need to know the possibilities, 
not only to guide our thinking in 
regard to this problem, but also 
to stimulate our thoughts on other 
related problems that will arise in 
regard to the health of the people. 

We said that the use of social 
security to provide the mechanism 


to assist in the solution of the 
problem of financing the hospital 
needs of the retired aged may be 
necessary ultimately. We qualified 
this statement, however, by noting 
that our efforts—and, we hope, 
the efforts of other associations 
and groups—would be directed 
toward utilizing other mechanisms, 
particularly existing systems of 
voluntary prepayment. The use of 
social security would mean a 
change in basic policy and basic 
policy can be changed only by our 
House of Delegates. 

We said that we did not believe 
that the Forand bill was a suitable 
solution, and we listed the major 
reasons for our belief. 

We authorized a committee of 
nationally known hospital trustees 
to help us formulate policy recom- 
mendations. The committee mem- 
bership is:-now being established. 
We plan for the committee to be 
exposed to all the information to 
which our two committees that 
studied this problem were exposed. 
This committee authorization is in 
line with previous policy, which is 
to utilize the abilities of hospital 
trustees for guidance on questions 
of major importance. 

Again, as in my letter of De- 
cember 2, I believe that our As- 
sociation must oppose those things 
which it deems not in the public 
interest. I believe that it has an 
obligation to propose alternatives 
when it agrees that a problem 
exists. I believe that the Associa- 
tion’s influence is directly related 
to its adherence to the philosophy 
that opposition alone is not enough 
when it. agrees that a problem 
exists. 


Tol Terrell, president 
American Hospital Association 
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mobile, self-powered humiditier-aspirator 


TO HYDRATE THE RESPIRATORY TRACT, or to prevent 
dehydration, the Air-SHIELDS HYDROJETTE" may be 
rolled quietly to any bed in the hospital. No need to 
move the patient. No need for a costly permanent 
vapor installation. The HYDROJETTE is powered by 
an AIR-SHIELDS diaphragm-type compressor which 
provides filtered, oil-free air to the atomizer, to cre- 
ate a fine, dense fog, at the bedside, without mask 
or tubes. 


INDICATIONS: During administration of oxygen.with 
nasal catheter, after anesthesia, post-tracheotomy, 
post-tonsillectomy, and in croup, asthmatic dyspnea, 
bronchitis, laryngotracheobronchitis. 


The Arr-SHIELDS HyDROJETTE is equally valuable as 
an aspirator, cannot rust or “‘freeze’’ from condensed 
or aspirated moisture, and is unconditionally guaran- 
teed for 1 year. Write for folder, or call OSborne 
5-5200 (Hatboro, Pa.)—we’ll pay the charges. 


for inhalation therapy or suction 


HATBORO, PA. 
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Now! Inhalation Therapy on Wheels! 
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CLOSE communication between the investigator and the nursing staff is vital in handling in- 
vestigational drugs. Here an investigator gives a nurse full data on a drug being tested. 


guiding principles in medical 


research involving humans 


(Continued from page 44) 


application containing “full re- 
ports of investigations which have 
been made to show whether the 
drug is safe for use.” During 
this period of investigation ‘“‘new 
drugs” are labeled “Caution— 
New drug—Limited by federal 
law to investigational use.” 
Approval or rejection of a new 
drug application must be made 
within 60 days of application. If 
negative action has not been taken 
within this period of time, the 
application becomes effective. 
The act recognizes the need for 
investigational use of new drugs 
and provides a mechanism (Sec.i) 


. for clinical trial of a remedy with- 


out violating the law. It includes 
a statement that the Secretary 
(Department of Health, Educa- 
tion, and Welfare) shall promul- 
gate regulations regarding drugs 
intended solely for investigational 
use by experts qualified by sci- 
entific training and experience to 
investigate the safety of drugs. 
This does not mean that mere 
possession of an M.D. or Ph.D. 
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qualifies one as an expert. It would 
appear that the law of reasonable- 
ness should be used as a guide in 
defining an “expert” under this 
statute. 

These “new drug” provisions 
thus clearly recognize the field of 
investigational medicine and, in 
fact, require that medical research 
utilizing these “new drugs” be 
done by properly qualified medical 
scientists as a measure of national 
health protection. In past years, 
the selection of experts and the 
methods of investigation have 
been left largely up to individual 
manufacturers. In 1946, however, 
the American Medical Associa- 
tion’s Council on Pharmacy and 
Chemistry organized the Thera- 
peutic Trials Committee (now 
called the Research Committee) 
to which a manufacturer can ap- 
ply for help in promoting the 
clinical investigation of new drugs. 

The Research Committee con- 
siders applications, assists in de- 
veloping test methods, helps to 
find and reviews the qualifications 


of facilities, and generally de- 
velops an effective procedure for 
laboratory and clinical work to 
evaluate a new drug adequately. 
Federal food and drug authori- 
ties, the U.S. Public Health Serv- 
ice and the American Medical 
Association's Committee on Re- 
search are reliable sources of in- 
formation on investigational drugs. 
The food and drug authorities 
maintain constant surveillance 
over a drug after it is released, in 
order to determine whether the 
initial judgment remains appli- 
cable. Should new uses, unforeseen 
side effects, or contraindications 
appear, the drug is re-evaluated. 
Although it is acknowledged 
that medical practice includes, at 
least by implication, research or 
experimentation, the laws gov- 
erning the art of healing (notably 
those concerned with licensure) do 
not conclusively cover this func- 
tion. However, to the extent that 
some research is inherent in any 
part of proper diagnosis, therapy, 
and general care, authorities would 
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hospital 

the diuretic 
must work 


If the first diuretic used in the patient hospitalized for heart failure 
is ineffective, it may be too late to try another. For this reason and many others, 
physicians prefer the dependability of injected MERCUHYDRIN.” 


Experience with innumerable patients in several decades of use 

confirms the uniformly rapid response to MERCUHYDRIN 

with a minimum of side effects. This assured action saves lives, 
saves time, saves money. And when recovery is well underway, 
switching to oral NEOHYDRIN”™ has the further advantages of saving injections 
for the patient and time for your nursing staff. 


LAKESIDE 
A STANDARD FOR INITIAL CONTROL OF SEVERE FAILURE FOR MAINTENANCE OF THE EDEMA-FREE STATE 
MERCUHYDRIN IN 
BRAND OF MERALLURIDE INJECTION SODIUM BRAND OF CHLORMERODRIN TABLET 
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agree that within limits it is with- 
in the exercise of medical prac- 
tice. 

Medical research involving hu- 
man subjects takes the form of 
investigations and observations by 
professionally trained biological 
or medical scientists involving the 
use of human beings, primarily 
for the advancement of knowl- 
edge. This may be regarded as in- 
cluding specifically those things 
that are done to a patient which 
are not generally accepted as be- 
ing for his direct therapeutic bene- 
fit or as contributing to the diag- 
nosis of his disease. In the broad 
category of clinical investigation 
one may also include many stand- 
ard diagnostic and _ therapeutic 
procedures which, when carried 
out in a well organized manner fol- 
lowed by scientific evaluation, can 
be of considerable research value. 

Human research subjects for in- 
vestigational drugs may be either 


abnormality or normal healthy 
subjects. From the medical re- 
search point of view, the sick pa- 
tient is more often the source of 
information on new diagnostic 
methods and response to new 
therapeutic measures, while the 
healthy subject serves as a normal 
control and provides information 
on basic normal physiological pro- 
cesses. 

With reference to human sub- 
jects, the terms “experimentation” 
and “medical research” may mean 
the same thing to the scientist but 
are subject to lay misinterpreta- 
tion. In relationship to the phy- 
sician’s responsibility for care and 
concern for his patient, courts 
have tended to place the term ex- 
perimentation within the realm of 
malpractice. 

The law requires that a phy- 
Sicilian, regardless of reputation, 
have and use his best judgment in 
the treatment of a case, and that 


ordinary degree of skill equiva- 
lent to that possessed and em- 
ployed by similar practitioners 
under like circumstances in the 
community. 

No reported court decision has 
considered research specifically in 
terms of the right and liability of 
a trained professional to use a 
living patient or a normal subject 
as a means of discovering new 
knowledge not necessarily of di- 
rect benefit to that patient or sub- 
ject. None of the cases that have 
actually come before the appellate 
courts have involved a real sci- 
entist observing the proper pre- 
cautions and giving primary con- 
sideration to the welfare of his 
patient. 


PRINCIPLES OF RESEARCH 


Ten principles for establishing 
general rules of conduct in de- 
veloping research programs were 
formulated in 1949 in the judg- 


patients with a disease or other 


he possess and use reasonable and ment of the Trials of War Crimi- 
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Questions and Answers on Asian Influenza 


Oe Dec. 16, 1957, “Bulletin of #2 on ‘Asian’ Influ- 
enza” was distributed to member hospitals of 
the American Hospital Association. The bulletin was 
prepared by Dr. Dean A. Clark, chairman of the 
AHA’s special committee on influenza, and Dr. Wil- 
liam H. Stewart of the Public Health Service. The 
following questions were received from a member 
hospital seeking clarification of some of the points 
made in Bulletin #2. The answers to the questions 
were prepared by Dr. Clark and Dr. Stewart. 

Q. Assuming that the U.S. Public Health Service will rapidly 
notify the public at the first indication of a second wave of 
Asian inflvenza, why should hospitals not wait until that indi- 
cation before giving ‘‘booster shots’’? If we wait, there may be 
no need. if there is a need we feel the shots can be ad- 
ministered in time. 

A. Hospitals should not wait until the possible be- 
ginning of a second wave to give their booster shots. 
No one knows where the second wave would begin 
and the very hospital which failed to give boosters 
now might be the first one to be hit. Since two weeks 
are required to establish immunity it may be assumed 
that two weeks are necessary for the booster to take 
effect. 

Q. If a hospital has a supply of 200 CCA vaccine and 400 
CCA, would it be wise to use the 400 CCA vaccine in preference 
to the 200 CCA vaccine or would this be wasteful? 

A. There is no difference in value between the 200 
CCA and the 400 CCA vaccine. Therefore, hospitals 
which have the 200 CCA vaccine in stock should use 
it first. 

Q. if a hospital has given two intracutaneous vaccinations, 
should it give another subcutaneously? 
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A. A subcutaneous booster vaccination should be 
given, regardless of the number of intracutaneous 
vaccinations that have been given. 

Q. Why do you not recommend the intracutaneous technique? | 

A. There have been reasonably successful tests of 
the effect of subcutaneous vaccinations in an epi- 
demic, while there have been no controlled tests in an 
epidemic of the protective value of the intracutane- 
ous influenza vaccinations. Therefore, the PHS 
strongly advocates subcutaneous as the method of 
choice. 

Q. Do you have information on the length of time the anti- 
body titre remains at an adequate level after vaccination? 
if it is six months or less and a second wave occurs in the 
spring, it would seem that revaccination may be necessary. 

A. Immunity (or antibody titre) probably lasts 
nine months to a year after 400 CCA units have been 
given subcutaneously. 

Q. if the second wave occurs and is similar in its charac- 
teristics to the first wave, we cannot foresee the need for 
establishing a clearing house. On the basis of our limited ex- 
perience it would seem that most hospitals in a given locale 
would experience this extra load simultaneously and there- 
fore would be unable to lend much assistance. Furthermore, if 
the recommended admission policies are followed we have 
found that this disease does not present a sufficient load to 
warrant such steps. 

A. All communities in an area might not be hit 
simultaneously. While this could occur, it is far less 
likely than a successive wave of influenza incidence 
attacking various communities, one after another. 
Hence, we recommend that a clearing house plan be 
set up. ad 
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and Abbott’s service to physicians 


THE KEYSTONE of nuclear medicine is the 
government reactor at Oak Ridge. Most medi- 
cal radioisotopes used in America originate 
within this huge block of uranium and graphite. 

Isotopes taken from the reactor, however, 
are in crude form. They still must be identified, 
purified, and carefully assayed; often, too, they 
must be converted to organic compounds with 
specific properties. Before the AEC will permit 
their medical use, the user must agree to pro- 
vide for this processing. - 


Advantages of Abbott service 


More and more users choose to meet this 
requirement by buying their radio-pharma- 
ceuticals from Abbott, ready for use. 

In this way the customer eliminates the need 
for the special facilities and personnel required 
for this exacting work. He may save, too, by 
better equating supply to demand. He will 
have available sources of guaranteed quality. 
And most.important: in Abbott he gains a 
radio-pharmaceutical supplier with unexcelled 
facilities and experience. 


Original plant of its kind 


Abbott's recently enlarged Oak Ridge plant 
stands adjacent to the reactor. This location 
permits fresh isotopes to be brought in quickly 
as needed. 

The half life of such drugs is usually short. 
Hence, to speed these drugs to the user, Abbott 
prepares each order individually, swiftly. 


An order received at Oak Ridge in the morn- 
ing normally is processed, assayed, packaged, 
and en route by the same afternoon. Shipments 
travel air express, top priority, with overnight 
delivery common almost anywhere in the nation. 

As an added convenience to customers, 
Abbott provides speedy direct teletype service 
between its 21 branches and the Oak Ridge 
and North Chicago plants. 


Additional benefits 


In the North Chicago plant, Abbott carries 
on other essential radio-pharmaceutical 
manufacture. 

Here, too, the company pursues its program 
of research into nuclear medicine. Abbott’s 
isotope experience began here; during World 
War II, prior even to public knowledge of the 
nuclear reactor. 

Indeed, almost every major radio-pharma- 

ceutical in current use has either been devel- 
oped independently by Abbott, or by university 
workers in collaboration with Abbott. Today 
Abbott ships by far more medical isotopes than 
any other group. 
' Nuclear medicine is restricted to physicians 
and hospitals licensed by AEC. However, the 
required training and facilities are now within 
the reach of most hospitals and many private 
physicians and clinics. 

Information regarding the establishment of 
an isotope program may be secured by writing 
the Department of Radio-Pharmaceuticals, 
Abbott Laboratories, North Chicago, Illinois. 
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nals by the Nuremberg Military 
Tribunal for “The Medical Case.” 
Policies of many research institu- 
tions are based on these principles, 
which are sometimes called “The 
Ten Commandments of Medical 
Research Involving Human Sub- 
jects.” They are as follows: 

1. The voluntary consent of the 
human subject is absolutely es- 
sential. This means that the person 
involved should have legal ca- 
pacity td give consent; should be 
so situated as to be able to exer- 
cise free power of choice, without 
the intervention of any element 
of force, fraud, deceit, duress, 
overreaching, or other’ ulterior 
form of constraint or coercion; 


and should have sufficient knowl- 


edge and comprehension of the 
elements of the subject matter in- 
volved as to enable him to make 
an understanding and enlightened 
decision. This latter element re- 
quires that before the acceptance 
of an affirmative decision by the 
experimental subject there should 
be made known to him the nature, 
duration, and purpose of the ex- 
periment; the method and means 
by which it is to be conducted: all 
inconveniences and hazards rea- 
sonably to be expected; and the 


effects upon his health or person’ 


which may possibly come from 
his participation in the experi- 
ment. 

The duty and responsibility for 
ascertaining the quality of the 
consent rests upon each individual 
who initiates, directs, or engages 


. in the experiment. It is a personal 


duty and _ responsibility which 
may not be delegated to another 
with impunity. 

2. The experiment should be 
such as to yield fruitful results for 
the good of society, unprocurable 
by other methods or means of 
study, and not random and un- 
necessary in nature. 

3. The experiment should be so 
designed and based on the results 
of animal experimentation and a 
knowledge of the natural history 
of the disease or other problem 
under study that the anticipated 
results will justify the perform- 
ance of the experiment. 

4. The experiment should be so 
conducted as to avoid all unneces- 
sary physical and mental suffer- 
ing and injury. 

5. No experiment should be 
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conducted where there is an a 
priori reason to believe that death 
or disabling injury may occur; 
except, perhaps, in those experi- 
ments where the experimental 
physicians also serve as subjects. 

6. The degree of risk to be 
taken should never exceed that 
determined by the humanitarian 
importance of the problem to be 
solved by the experiment. 

7. Proper preparations should 
be made and adequate facilities 
provided to protect the experi- 
mental subject against even re- 
mote possibilities of injury, dis- 
ability, or death. 

8. The experiment should be 
conducted only by scientifically 
qualified persons. The highest de- 
gree of skill and care should be 
required through all stages of the 
experiment of those who conduct 
or engage in the experiment. 

9. During the course of the 
experiment the human _ subject 
should be at liberty to bring the 
experiment to an end if he has 
reached the physical or mental 
state where continuation of the 
experiment seems to him impos- 
sible. 

10. During the course of the ex- 
periment the scientist in charge 
must be prepared to terminate the 
experiment at any stage, if he 
has probable cause to believe, in 
the exercise of the good faith, 
superior skill, and careful judg- 
ment required of him, that a con- 
tinuation of the experiment is 
likely to result in injury, disabil- 
ity, or death to the experimental 
subject. 


CLINICAL RESEARCH AT NIH 


In keeping with these prin- 
ciples, the National Institutes of 
Health places primary responsi- 
bility for the formulation and 
conduct of clinical research and 
medical care on the principal in- 
vestigators designated by each in- 
stitute director. 

In order to assist the principal 
investigator in making determina- 
tions with respect to research 
projects and medical procedures 
which may involve deviation from 
accepted medical practice or po- 
tential hazard to the life or well- 
being of the patient or subject, 
methods for obtaining group con- 
sideration and advice are estab- 
lished. 


It is not necessary to present 
each project to any single central 
group, but any nonstandard, po- 
tentially hazardous procedure, and 
any involving normal subjects re- 
ceives appropriate group consid- 
eration before it is undertaken. 

Only properly qualified physi- 


‘cians or dentists may assume re- 


sponsibility for clinical diagnosis, 
investigation and care. All others 
associated with the project are 
subject to the authority of the re- 
sponsible physician or dentist, and 
the physician or dentist assumes 
responsibility for the actions of 
such personnel. 


PROJECT FORMULATION 


It is recognized that every medi- 
cal procedure is modified or 
adapted to accommodate the indi- 
vidual patient. Most procedures 
also contain some element of risk. 
Determination as to which medi- 
cal procedures shall be considered 
as not being established or as in- 
volving hazard is made on an in- 
dividual basis. Decisions are made 
in, the light of total experience in 
recognized research institutions 
accepted by the profession for the 
excellence of their staff in con- 
ducting medical care and research. 
Published reports of techniques or 
procedures used elsewhere in 
clinical investigation without 
known deleterious effect to the 
subjeet do not, of themselves, re- 
lieve the investigator of responsi- 
bility for submitting, for- group 
consideration, his plans to use the 
same or similar methods. 

Two distinct types of hazard are 
recognized: 

(a) jeopardy to the life or rela- 
tive state of well-being of the re- 
search subject, either a person 
suffering from disease whether 
considered curable or incurable, 
or a normal volunteer subject; and 

(b) jeopardy to the subject’s 
chances for cure of his illness or 
alleviation of his symptoms, oc- 
casioned by withholding or delay- 
ing the application of established 
therapeutic procedures. 

In the development of any 
clinical study involving other than 
accepted procedures or involving 
unusual hazard, the investigator 
makes known his intentions, re- 
ferring to the literature and his 
own and others’ experience. He 
describes the necessity and basis 
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Skin graft donor site after 2 weeks’ treatment with... 
petrolatum gauze—still | FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 
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was obtained in a quantitative study of 50 donor 
sites, each dressed half with FURACIN gauze, 
half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 
areas. There was no sensitization. 

Jeffords, J. V.,.and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


the broad-range bactericide that is gentle to tissues 


spread FURACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like. base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides **\ /* 


63 


1 
| 
= 


] 


nk 


for his proposed research, noting 
pertinent laboratory, animal and 
other human research and, insofar 
as possible, the potential hazard 
to the patient or subject. 


MEDICAL BOARD COMMITTEE 


The medical board, made up of 
representatives of each research 
institute and the Clinical Center 
Staff, has established a clinical re- 
search committee to review and 
advise on problems concerning 
clinical research involving pro- 
cedures deviating from accepted 


medical practice or unusual haz- 
ard. The committee is authorized 
to enlist additional assistance from 
among intramural and extramural 
colleagues, consultants and others 
who may have greater experience 
and competence in relation to a 


given problem. 


This committee investigates the 


scientific and ethical propriety, 
and provides group consideration 
before the institution of any pro- 
cedure about which such questions 
have been raised. Recommenda- 
tions of this committee are sub- 


Write for folder on Castle “60 Series” 
Lights and Color Camera Attachment. 


So they may see... 


Famous Castle illumination is now combined with the 
most maneuverable major surgical lamps ever built. 

Without use of tracks or counterweights, Castle “60 
Series” Lights provide new feathertouch mobility... 
permit instant control of light by the surgical team. 

Fine adjustments are made in seconds... light 
beamed instantly where it is needed by those who 
actually see the result in the incision. 

The result is proper and quicker light placement... 
faster, clearer; fatigue-free vision... better surgery. 


1702L East Henrietta Road « Rochester, N. Y. 


WILMOT CASTLE COMPANY 


mitted through the medical board 
to the Director, National Institutes 
of Health, for his approval. 

The patient or subject of clinical 
study is considered a member of 
the research team and is afforded 
an understanding suited to his 
comprehension of the investiga- 
tion contemplated, particularly of 
any potential danger to him. 

An oral explanation of the pro- 
posed research and the patient’s 
role in it is supplemented by gen- 
eral written information or other 
appropriate means. After admis- 
sion, the patient receives informa- 
tion appropriate to a sound phy- 
sician-patient relationship. 

Standard consent or agreement 
forms are used for surgery, anes- 
thesia, photography and other 
procedures where they are or- 
dinarily required and for permis- 
sion to disclose clinical findings, 
records or other personal informa- 
tion. 

Similarly, standard forms per- 
taining to post-mortem examina- 
tion and disposal of body or limbs 
are used to record permission for 


such procedures given by re- 
sponsible next of kin or legal 
representative. 


Voluntary agreement based on 
informed understanding is ob- 
tained from the patient and, when 
appropriate, from responsible next 
of kin when the investigation in- 
cludes unusual procedures. In all 
such cases, a notation is made on 
the patient’s chart of the essential 
points of the explanation and of 
the agreement obtained, together 
with any comment or problems 
raised by the patient. When in the 
opinion of the responsible phy- 
Ssician or the advisory § groups 
noted above, a procedure involves 
an unusual hazard, the proposed 
procedure is not undertaken until 
the patient has voluntarily signed 
a statement, entered on the pa- 
tient’s chart or as a separate mem- 
orandum, indicating his under- 
standing of the procedure and its 
purpose, including .potential haz- 
ards to him, and his willingness to 
participate. This is the responsi- 
bility of the physician in charge of 
the patient. 
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how work simplification 


wy nan wass ona ust ormam Can Simplify purchasing 


A brief statement of the basic prin- 
ciples of work simplification is pre- 
sented by the authors as an introduc- 
tion to a discussion of how these 
principles can be applied to solving 
problems related to the hospital pur- 
chasing function. Work simplifica- 
tion not only pays dividends in tech- 
nical improvements but in improved 
human relationships as well, the au- 
thors conclude. 


i BE AWARE of the advancing 
cost of hospital services is not 
enough. We must look to the 
causes of waste—waste of time, 
effort, materials and the incentives 
of personnel. For the purchasing 
agent, this means that if the right 
material is not in the hands of the 
right man at the right time in the 
right place and at the right price, 
then the reason must be found. 
Work simplification is not new, 
but it is one organized approach 
designed to eliminate such waste. 
It is a questioning approach which 
the purchasing agent might use to 
“think before he buys”. 


THREE MAIN IDEAS 


Work simplification is supported 
by a philosophy which is divided 
between technical and human 
considerations. The three main 
ideas are participation, the one 
best way, and the systematic ap- 
proach. 

Participation consists of getting 
everyone “into the act” of im- 
provement. There is only one way 
to get more for less and that is 
to increase productivity. Workers 
will have ideas about the easiest, 
simplest, and safest way to do 
work if they are consulted and 
permitted to develop their own 
improvements. 

To discover the one best way 
one must think critically about all 


S. Jean Haas is coordinator of work 
simplification, and Gettman is pur- 


chasing agent, of University Hospitals of 
Cleveland. 
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2. Is there a smooth flow of 
work? 
3. Is the activity simple? 


activities, both current and past, 
and ask these questions: 
1. Is the activity productive? 


MISS PHOEBE 


NO. 21 IN A SERIES 


“I’ve seen better rockets, but get a load of that 
Everest & Jennings chair . . . it’s out of this moon!” 


Patients like to get out and discover new 

worlds in lightweight, easy-to-maneuver 

E&J chairs. As rugged as they are hand- 

some, E&J chairs give many extra years of service 

with little or no maintenance. Finger-tip folding 

and perfect balance mean easy handling 
for nurses, too. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST JENNINGS, INC... 1803 PONTIUS AVE... LOS ANGELES 25, CALIF. 
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4. Is there a personal interest 
on the part of those who are en- 
gaged in the particular activity or 
work? 

5. Are the right tools 
used? 

The systematic approach implies 
use of a _ scientific method for 
solving problems. A_ systematic 
approach might consist of the 
following steps: 3 

1. Selecting the job that is to 
be improved. There are bottle- 
necks in all departments /and all 
organizations: select as the target 
the job that is furnishing the big- 
gest problem. 

2. Breaking the job down into 
its details and listing them one by 
one. A flow process chart is one 
of the tools used in making the 
breakdown and in preparing to 
examine the job. It is simply a 
quick guide to visualize the de- 
tails of work. Another related tool 
is the flow diagram. This is a map 
or drawing showing the locations 
of the various articles that are in- 
volved in the study of a particular 
job. 

3. Questioning the details of 
work. This is done with a series 
of six questions asked in this or- 
der: (a) What are we doing? (b) 
Why are we doing it? (c) When 
should it be done? (d) Where 
should it be done? (e) Who should 
do it? (f) How is the best way? 

The first two questions will in- 
dicate which details are necessary 
and which are unnecessary or 
have doubtful value. When asking 
the next two questions it is ad- 
visable to consider whether the 
work should be done in the de- 
partment in which it is presently 
done. Finding the best time to do 
a job is a most effective means for 
reducing the time factor, to re- 
duce the number of people, or 
other factors involved in doing the 
job. The question of who ought to 
do the job can best be answered 
by starting to find the best quali- 
fied person. This in turn may en- 
tail a slight revision of personnel. 
It is possible that someone with 
less skill would be able to handle 
the job, thus releasing those pres- 
ently engaged for work requiring 
personnel of higher caliber. The 
last question is a process of deter- 
mining if the method now being 
used is the best or if there is an- 
other that will be more effective. 


being 
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4. Developing the new method. 
This is a pattern which can be ap- 
plied to any task. In the develop- 
ment of a new method, the first 
step is eliminating jobs that do 
not serve a useful purpose. Then 
ways to combine some of the de- 
tails which could not be eliminated 
are sought. If combining the de- 
tails is not feasible, changing the 
sequence or rearranging - work 
space should be considered. 

5. Application of the new 
method. In putting a new method 
into effect there is a selling job to 
be done. The new method must be 
sold to administration and to per- 
sonnel who will be affected by the 
change. Resistance to change is a 
natural reaction, brought about 
mostly by fear—fear of losing 
security, standing, a job. If people 
are to be “sold’”’ on doing some- 
thing that needs to be done, they 
must be convinced that they will 
gain—and not lose—by the new 
method. Less selling will be re- 
quired if their ideas for change 
are solicited and put into effect. 
All effort up to this point in the 
process of work simplification is 
wasted unless the new method is 
put into effect. 


A WAY OF THINKING 


To summarize this philosophy 
briefly, work simplification is a 
way of thinking about What you 
are now doing and what needs to 
be planned for in the future. It 
requires a management climate in 
which people are consulted about 
and share in the changes which 
affect them personally or in their 
work : situation. It requires a re- 


search attitude—a “tomorrow 
mind” instead of a “yesterday 
mind.” 


The five-step pattern just out- 
lined is one approach that can be 
used to solve problems related to 
the functions of the’ purchasing 
agent, and to bring about changes 
for improving the management of 
the purchasing department. 

Basically, the purchasing de- 
partment is a service unit of the 
hospital, but this does not release 
the purchasing agent from his re- 
sponsibility of asking why cer- 
tain purchases may be requested 
even when there is budgetary and 
administrative approval granted, 
or from guiding department heads 
in their selections of equipment 


and supplies. Because all pur- 
chases should be viewed from the 
standpoint of whether the new 
unit can do a better job now and 
in the future, the purchasing agent 
asks what purpose is being served? 
When he asks where the unit will 
be used he will look for quality 
of materials, versatility, and flexi- 
bility. When the unit will be de- 
livered and when is the best time 
to buy are also pertinent facts to 
be considered. Who will use it 
may govern simplicity of design, 
reliability and safety. How the 
unit will be used means that the 
job should be studied, then equip- 
ment chosen to fit the job. This 
will call for productivity, depend- 
ability and durability in the unit. 
How much it costs is not so im- 
portant as how simple it is to 
maintain and repair. Cumbersome 
work involved in dismantling and 
replacing parts will cause delays 
and add to the initial investment. 

Purchasing decisions made on 
the basis of this questioning ap- 
proach will not be influenced by 
whim, favoritism, gifts, or blind 
attachments to trade relations. Of 
all the products of a. particular 
kind being studied, there will al- 
ways be one that is best suited 
for the hospital’s purposes at the 
best price. 

Another area of responsibility 
to which work simplification can 
be related is receiving, storing and 
dispensing supplies and equip- 
ment. 


FLOW PROCESS CHART 


The flow process chart and the 
flow diagram are essential tools 
for planning or remodeling the 
purchasing department layout, and 
for eliminating wasted time, ef- 
fort and materials. The flow pro- 
cess chart can be applied to the 
study of each procedure—receiv- 
ing, storing, and dispensing of 
supplies and equipment. In ana- 
lyzing the process chart of his 
receiving, storing, or dispensing 
procedures, the purchasing agent 
may ask questions like these: 

What things do we receive? Do 
we have the necessary facilities 
for handling bulk items? Where 
do we receive supplies? Is the re- 
ceiving area adjacent to the stor- 
age and issue areas? Are both of 
these within the shortest walking 
distance to delivery points? Where 
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do we store staples and perish- 
ables? Do we have proper refrig- 
eration and ventilation to eliminate 
spoilage? 

When will the unit be delivered? 
When is it used? The answer to 
these questions may be the answer 
to delays caused by running out 
of critical supplies at inappropriate 
times, 

Who does the work? Since 68 per 
cent of the hospital dollar is spent 
on personnel salaries, who does the 
work is as important as how the 
work is done. It is at this point 
that the purchasing agent may 
want to go one step further and use 
another tool of work simplification, 
the work distribution chart. This 
chart presents an over-all view of 
the work done in a department or 
unit of the department just as the 
flow process chart gives an over- 
all view of the job or work process. 
It provides a compact and coordi- 
nated resume of the activities 
within the department, showing 
the division of work among em- 
ployees, the work performed by 
each employee and the approxi- 
mate time spent by each employee 
on his assigned duties. 

Asking the question, How do we 
receive? may uncover areas of 
duplicate handling. Examination 
of storage procedures might lead 
to the discovery that stocking like 
items together on shelves in nu- 
merical order would simplify the 
procedure for checking inventories 
or dispensing orders. If that extra 
bag of sugar was removed from 
the aisle and placed on a shelf, 
could the stockroom clerk wheel 
a truck around to the shelves self- 


- service fashion? 


DEPARTMENT MANAGEMENT 


This questioning approach can 
also be applied to the management 
of the purchasing department. The 
aim of work simplification is to 
avoid waste and assure good pur- 
chasing. A policy outlining the re- 
sponsibilities for coordinating the 
purchasing function with all de- 
partments of the hospital is a pre- 
requisite. These questions might 
be asked in examining manage- 
ment: 

What is the purchasing depart- 
ment’s responsibility to the dietary 
and pharmacy departments in re- 
ceiving and filling requisitions, in 
approving and receiving deliveries, 
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in Maintaining staples and perish- 
ables? 

What are the responsibilities of 
purchasing in relation to the busi- 
ness offices in designating approval 
for payment of invoices, maintain- 
ing statistical and financial re- 
ports? 

In any cooperative enterprise it 
is important that each person un- 
derstand to whom his work relates 
if he is to fulfill the objectives of 
his work efficiently and effectively. 
This leads to such questions as: 

Who signs purchase requisitions? 

Who has the prime responsi- 
bility to promote standardization? 
A standardization policy can be 
the positive approach to efficiency 
and economy in the selection of 
purchases. Items in demand by 
two or more departments, items on 
which delivery is slow, repair parts 
for equipment that cannot con- 
veniently be shut down—all could 
be considered for standardization 
if a shortage of them could seri- 
ously affect hospital operation or 
if the quantity to be purchased 
would save enough to warrant ty- 
ing up the necessary dollars in in- 
ventory for an extended period. 

Who controls the inventory? 
Control of inventories is essential 
if the working capital is to do the 
most good for all departments. 
Policy which provides for coordi- 
nation with other departments and 
expenditures with the over-all 
budgetary allotment is essential to 
efficient management of the pur- 
chasing department. A policy out- 
lining the staff relationship with 
other departments must also be 
spelled out. 

Who is responsible for conduct- 
ing time and cost studies related 
to the processing of supplies? Who 
should determine whether it is 
more economical to use commer- 
cial products than to process them 
in central supply service? This is 
not a simple arithmetic problem 
of the cost of prepackaged items 
times the volume used. Other fac- 
tors to be considered are the 
salaries for the kinds and amount 
of personnel needed. 


OTHER STAFF FACTORS 


Other factors to be considered 
in outlining the staff relationship 
of the purchasing department 
should include: 

How are technical services of 


suppliers brought to the attention 
of using departments? 

How the purchase requisition 
and purchase orders are channeled 
through the organization may pre- 
sent the opportunity to use other 
tools of work simplification: analy- 
sis of paperwork systems and 
study of the principles of form de- 
sign. The aim of both of these tools 
is to create forms that contain only 
pertinent information and forms 
that can be submitted by the most 
direct route for administrative ap- 
proval. 

A policy and procedure book de- 
veloped after the questioniug ap- 
proach has been applied to the 
management of the purchasing de- 
partment should show that service 
is being Biven to all departments, 
and that the over-all aims and 
functions of the total organization 
are being served. Policies will pro- 
tect the purchasing agent and 
facilitate the ordering process for 
all departments. 

Up to this point, this discussion 
has been concerned only with 
technical improvements the pur- 
chasing agent might expect to re- 
sult from a work simplification 
program. There are also dividends 
in human relationships which can 
never be measured in dollar sav- 
ings. As one department head 
phrased it, “I never thought I had 
the privilege of talking with an- 
other department head about the 
problems his department was 
creating for us, nor did I fully 
realize the problems we were caus- 
ing for them.” 


CONFERENCE TECHNIQUE 


Evaluations of conferences held 
at University Hospitals showed 
that greater teamwork was de- 
veloped through greater appreci- 
ation of the viewpoints and prob- 
lems of other departments. Friction 
can be created by and for the pur- 
chasing department if this spirit 
of teamwork is not developed 
through good communication. Con- 
ference technique applied to prob- 
lem-solving is an effective method 
of implementing this philosophy of 
consultation for group thinking 
and group action. 

University Hospitals has had a 
work simplification program for 
two years. Administration has 
participated in and supported the 
program from the beginning. Su- 
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pervisory personnel and adminis- 
trative secretaries are currently 
being trained in selling techniques, 
the philosophy of consultation, and 
in the other tools of work simpli- 
fication: the flow process chart, 


and sufply review 


Disposable syringe (1C-1) 

Manufacturer's description: A single-use 
plastic sterile disposable syringe 
complete with needle and pro- 


_ tective cap is available in three 


sizes—2 c.c., 5 c.c., and 10 c.c.— 
with a choice of 17 different sized 
needles. Greater safety and com- 
fort for patients and convenience 
and economy are some of the 
chief advantages of this compara- 
tively new technique. After use, 
the syringe and needle are dis- 
carded. The complete unit is steri- 


the work distribution chart, paper- 
work simplification, motion econ- 
omy, and conference techniques. 
The program has brought notice- 
able improvement in the attitudes 
and morale of the organization. 


Those who have been trained seem 
to be more receptive to new ideas 
and interested in doing an even 
better job than they were able to 
do without training in additional 
skills for problem solving. . 


lized in its protective wrapper by 
a patented process utilizing ethy- 
lene oxide, heat, vacuum and 
pressure. Admiral Corporation, 
Dept. H, 1191 Merchandise Mart, 
Chicago 54, Ill. 


New hospital furniture (1C-2) 

Manufacturer's description: This new 
selection of hospital furniture 
features modular components and 
wall suspended ledges that offer 
the beauty and appearance of cus- 
tom built-in furniture while offer- 
ing the economy and flexibility of 
nonpermanent installation. The 
wall-suspended ledges are attached 
with heavy duty braces and can 
be easily changed and moved. 
Space saving advantages can be 
achieved through proper use of 
the modular groupings. All front 
and top surfaces have laminated 
plastic edges to offer maximum 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, lil. 


PRODUCT NEWS 


"Storage On Wheels’ (1C-8) 
incinerator (1C-9) 
Work station (1C-10) 

_Fish storage (1C-11) 
__..Vinyl tubing (1C-12) 

Tax calculator (1C-13) 


syringe (1C-1) 
hospital furniture (1C-2) 
index (1C-3) 

Gas sterilizer (1C-4) 


paints (1C-6) 
Temperature regulator (1C-7) 


PRODUCT LITERATURE 


Fluid and electrolytes (1CL-1) 


line (1CL-2) 
Successful water maintenance (1CL-3)_______Inhalation therapy (1CL-7) 


Protein foods (1CL-4) 


NAME and TITLE 


Scale model skeleton (1C-5) 


Porcelain-on-steel wall panels (1CL-5) 
_.Office planning (1CL-6) 


HOSPITAL 


ADDRESS_. 


(Please type or print in pencil) 
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An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—-The Editors. 


protection and sanitation. The 
plastic finish allows for complete 


color coordination since it is of- 
fered in a wide variety of ash and 
walnut wood grains as well as 
solid decorator colors including 
pastels. Community Metal Products 
Corp., Dept. H, 1213 South Circle 
Avenue, Forest Park, Ill. 


Chart index (1C-3) 

Manufacturer's description: With this 
new chart index, saves valuable 
time otherwise spent in thumbing 
through patient’s records looking 


for a particular report. Each sec- 
tion is identified by a color-coded 
tab which quickly locates the rec- 
ord needed. Hospitals report that 
it greatly facilitates the keeping 
of complete records for insurance 
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How Mt. Sinai Hospital gains 
ee nursing time, cuts foot travel, 
all services! 


AUDIO-VISUAL NURSE CALL SYSTEM. At Mt. Sinai, Executone’s two-way voice communication between patient 
and nurse cuts nurse’s foot travel more than 60%...allows nurse more time for actual patient care. 


New York's famed Mt. Sinai Hospital has pioneered in the appli- 
cation of electronic voice cComnmiunication. Starting 14 years ago 
with its first Executone Intercom System in the Radiology Depart. 
ment, Mt. Sinai quickly extended the use of this modern time- 
saving equipment. 

Today, Executone is an integral part of Mt. Sinai, serving the 
entire hospital. With 325 beds already served by Executone’s Audio- 
Visual Nurse Call System, Mt. Sinai has applied other Executone 


intercom and sound systems to its many services and departments. | 


Thousands of needless steps are saved daily at Mt. Sinai with 
Executone—clear, distinct two-way conversations take place at the 
touch of a button. The over-all result is more personalized patient 


care and improved administrative eff ic Ie y. 


|) 
> 


NON-CORRIDOR PAGING. Doctors’ paging calls at 
Mt. Sinai are reproduced at Nurses’ Stations—not in 
Patient Corridors. (Arrow indicates paging unit.) 


- 


CENTRAL KITCHEN COORDINATION. 
6600 meals are served daily. Executone speeds activi- 
ties with communication between Steward, Dietician, 
Food Preparation and Serving areas. 


Hospitals throughout the nation have discovered the effective- 
ness, economy and complete dependability of Executone for ai/ 
services. Executone’s Audio-Visual Nurse Call System alone ts now 
serving over 12,000 hospital beds. Find out—wwsthout any obligation 

—how Executone can work for you as it does for Mt. Sinai and the 
entire hospital field. Write to Dept. F-7 for further information: 
Executone, Inc., 415 Lexington Avenue, New York 17, N. Y. 

(In Canada—331 Bartlett Avenue, Toronto. ) 


HOSPITAL COMMUNICATION SYSTEMS 


An average of 


room, Film Files, and Chief Radiologist. 


RADIOLOGY TRAFFIC CONTROL. Handling 
of patients coordinated through Executone 
between technicians, Reception area, Dark 


As 
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“YES, MRS. HAYES— MAY | HELP YOU 2?” 
“IS MY DOCTOR EXPECTED ?” 
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purposes, shortening the time re- 
quired to handle records by 25 
per cent. Nurses report a 20 per 
cent saving in time when handling 
records on the floor and in the 
chart room. Overall size: 8% in. 
by 11% in. American Hospital 
Supply Corp., Dept. H, 2020 Ridge 
Ave., Evanston, Ill. 


Gas sterilizer (1C-4) 

Manufacturer's description: This new 
gas sterilizer is designed for rapid 
and effective sterilization of heat- 
or moisture-sensitive laboratory 
supplies. It differs from other gas 
sterilizing equipment in that it 


uses a special 11 per cent ethylene 
oxide mixture. The new gas is 
packaged in low pressure, dis- 
posable aerosol containers. The 
extreme permeability of the gas 
permits protective wrapping or 
prepackaging of instruments and 
supplies to be sterilized. American 
Sterilizer Co., Dept. H, 12th and 
Plum St., Erie, Pa, 


Scale model skeleton (1C-5) 
Monufacturer’s description: An anatomi- 


cally accurate scale model (1:6) 
of the human 
skeleton, in re- 
alistic, durable 
and washable 
plastic, hangs 12 
in. tall on its 
formed metal 
stand. The eas- 
ily assembled, 
articulated 
model is de- 
signed for use by students of 
medicine, biology, nursing, and 
other related subjects. It is also 
useful in teaching, demonstrating 
procedures and explaining treat- 
ment to patients. V. Mueller & Co., 
Dept. H, 330 S. Honore St., Chi- 
cago 12, Ill. 
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Quick-dry paints (1C-6) 
Manufacturer's description: These tough, 


quick-drying paints have an 
acetate resin latex base. The paints 


are relatively odorless and dry 
overnight, allowing newly deco- 
rated offices to be used the follow- 
ing day. When necessary, some 
business operati¢ns can continue 
during the actual painting. The 
new paints allow faster decorating 
and reduce the idle time for val- 
uable space that must be enlarged 
or rearranged. One coat of the 
new paint covers as well as two 
coats of many conventional latex 
paints. It is easily applied by 
brush, roller or spray, it goes on 
smoothly, wears well and resists 
acids and alkalies. A. C. Horn 
Companies, Divisions of Sun 
Chemical Corp., Dept. H, 10-10 
4th Ave., Long Island City 11, N.Y. 


Temperature regulator (1C-7) 
Manufacturer's description: This elec- 


tronic temperature control system 
enables a surgeon to regulate tem- 
peratures in the operating room 


during surgery. Without taking 
his eyes from the patient, the 
physician steps on a foot pedal 
beneath the surgery table which 
rings a telephone located on a 
control panel at the remotely lo- 
cated supervisory nurse’s desk. 
The physician’s voice is picked up 
by a sensitive microphone located 
in the ceiling as he requests a tem- 
perature change. From her desk, 
the nurse can instantly obtain or 
reset the temperature in the oper- 
ating room by pushing a button 


on a control panel and reading an 
indicator in front of her. Min- 
neapolis-Honeywell Regulator Co., 
Dept. H, 2753 Fourth Ave. South, 
Minneapolis 8, Minn. 


‘Storage On Wheels’ (1C-8) 
Manufacturer's description: “Storage On 


Wheels” is a new equipment de- 
velopment that puts standard-type 
files, racks or shelves on wheels 
and tracks. It increases the capac- 
ity of factory and office storage 
and filing areas up to 50 per cent. 
“Storage On Wheels” eliminates 
the need for the usual space- 
wasting aisles between rows of 
cabinets. The tracks, rising one- 


half inch above the floor, are 
placed in parallel rows. The load 
capacity of each standard unit is 
1% tons. Even when loaded to 
capacity, the units can be easily 
moved. Mobile Racks, Inc., Dept. 
H, 369 Lexington Ave., New York 


Prebuilt incinerator (1C-9) 
Manufacturer's description: Efficient 


‘burning of refuse at minimum cost 


is one of the 
assets of this 
prebuilt incin- 
erator. It is de- 
signed to meet 
strictest build- 
ing codes and is 
fully lined with 
insulating re- 
fractory mate- 
rials for heat 
resistance, 
strength and 
long life. The secondary combus- 
tion chamber is designed for maxi- 
mum gas travel and ash retention. 
The all-steel casing provides air 
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ENGINEERED 
for efficient, 
economical service 


Combination THERAPEUTIC 


TANK AND POOL, Model HM 
1200... A special stainless 
steel tank permitting a com- 
bination of passive and vol- 
untary exercise with hydro 
and manval massage, while 
avoiding the necessity of at- 
tendant entering the water. 


ELECTRIC 
CORPORATION 
REACH ROAD. WILLIAMSPORT, PA. 


~ 


Combination ARM, LEG 
AND HIP TANK, Model 
HM 650... Stationary, 
stainless steel unit for hy- 
dromassage and subaqua 
therapy. Water mixing 
valve is thermostatically 
controlled. 


Hudgins MOBILE SITZ 
BATH, Model $8 100... 
For hospital, clinic or of- 
fice use .. . sturdy stain- 
less steel and aluminum 
easy to clean and 
assemble. Electric heater 
(optional) maintains tem- 
perature of solution. 


The Only 
Filing System 


® With and without easily 
operated Drop Doors! 


® Units from 7 to 10 
openings 


SEND COUPON TODAY FOR FULL DETAILS OF THE VISI-SHELF FILING SYSTEM 


“The System that Makes | 


Shelf Filing Practical!” | 


4 


Typical 


Visi-Shelf Hospital Installation 


Have you seen America’s Outstanding Space-Saving Filing System ? 


Visi-Shelf File, Inc, Dept. 38 
225 Beodway 


New York 7, N.Y. 


Please send tree catalog describing the mew Visi-Shell Filing | 
= s Systern lor Medical Records and X-Ray Negatives. 


225 Broadway > 
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New York 7, N. Y. 


State 
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PLASTIC OXYGEN MASKS 


COMFORTABLE OXYGEN THES 


HUDSON OFFERS THE MOST 

COMPLETE LINE OF PLASTIC 

OXYGEN MASKS AND NASAL 
CANNULAE EVER MADE 

PLASTIC MASKS FOR ALL TECHNIQUES N 

e Disposable or long lasting 

e Priced to permit individual use 


e Two sizes for medium concentration 
without breathing bag 


e Two sizes for high concentration with 
breathing bag 


e Scientifically designed for free and 
easy breathing 


e Anatomically molded to assure per- 
fect fit 


i 

e Light in weight (less than one ounce) 

e Soft and flexible for extreme comfort 

e Individually packaged in clean plastic 
bags 


e Supplied with self retaining elastic 
head straps 


| 
‘ 


New Model #10 without breathing bag allows 
extreme comfort for the long term user. 


Send for Catalog No. 17 showing the 
complete line of Hudson Oxygen 
Therapy Equipment 


HUDSON 


OXYGEN THERAPY SALES CO. 


2801 HYPERION AVENUE 


LOS ANGELES. 27. CALIFORNIA. 


cooling with longer life for the 
refractory walls. Heavy cast iron 
grates are included. The units are 
shipped complete, either fully 
assembled as shown or in panels 
for rapid assembly by unskilled 
workmen. Denver Fire Co., Dept. 
H, 3033 Blake St., Denver 5, Colo. 


Work station (1C-10) 


Manufacturer's description: 
work station is especially de- 
signed for use in hospitals where 
customers deal personally with 


cashiers. The installation includes 


a counter with a working shelf 
on the interior side and two modu- 
lar desk units so arranged that 
individuals working at either desk 
have access to the customer on 
the other side of the counter with- 
out rising from their chairs. Aetna 
Steel Products Corp., Dept. H, 370 
Fifth Ave., New York, N.Y. 


Fish storage (1C-11) 
Manufacturer's description: A refrigera- 


tor specifically designed for fish 
storage is now in production. :It 
features eight drawers, permitting 
easy selection of different types 
of fish and seafood. Segregation 
of fish products removes the time- 
consuming search for a particular 
type, many times buried among 


crushed ice in a single oversized 
compartment. Intermingling of 
odors common to ordinary refrig- 


erators is reduced to the point 
where meats and other dairy prod- 
ucts can be stored in drawers not 
needed for fish. An important 
economy results from reduced use 
of ice—both in initial volume and 
through wastage in melting. Traul- 
sen & Co., Dept. H, 41-15 DeLong 
Street, Flushing, L.J., N.Y. 


Vinyl tubing (1C-12) 
Monvfacturer's description: Viny! tubing, 
designed for general medical] use, 
can be sterilized 
by autoclaving. 
At the same 
time, the low 
cost makes viny] 
tubing a diis- 
posable item. 
The new vinyl 
compound is 
nontoxic and provides for a greater 
degree of flexibility and clarity in 
medical tubing. Dimensional sta- 
bility of the tubing assures a uni- 
formity of diameter. Tubing is 
supplied in spools and can be cut 
to any desired length. Both ends of 
tubing are heat-sealed to insure 
cleanliness prior to use. Becton, 
Dickinson and Co., Dept. H, Ruth- 

erford, New Jersey. 


Tax calculator (1C-13) 
Manvfacturer's description: Instant-read- 


ing payroll tax calculator gives 
100 per cent accurate readings of 
withholding tax and the new 2'%4 
F.1L.C.A. tax automatically, with- 
out a pencil. It is designed to save 
time and errors in figuring pay- 
rolls. Tax deductions read directly 
from one simple setting of the slide 
with no in-between calculations. 
The calculator is made of rigid 
vinyl plastic, and will not warp 
or change shape, so that scales stay 
in alignment. Paul S. Morton En- 
gineering Service, Dept. H, 5131 
Meadowlark Lane, Kalamazoo, 
Mich. 
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SEE COUPON, PAGE 68 


Fluid -and electrolytes (1CL-1)— 
Sixty-page booklet is designed to 
help the clinician master the basic 
principles of fluid and electrolyte 
therapy. Entitled “Fluids and Elec- 
trolytes,” it is intended for the 
nonexpert and presents the funda- 
mental concepts of parenteral 
therapy in a simple form. It pro- 
vides the clinician with a founda- 
tion on which to build safe and 
rational intravenous therapy. Ab- 
bott Laboratories, Dept. H, North 
Chicago, Ill. 


Furniture line (1CL-2)—Brochure 
shows new line of furniture. The 
line is designed for the institutional] 
field with pictures and text of the 
product in use. Specific settings are 
also illustrated with size speci- 
fications given with each picture. 
Superior Sleeprite Corp., Dept. H, 
759 S. Washtenaw Ave., Chicago 
12, Il. 


Successful water maintenance (1CL- 
3)—Brochure entitled, “Tips to 
Successful Maintenance” gives de- 
tailed information on 
water treatment in hospitals. 
Brochure elaborates on the prob- 
lems of the average water system, 
how the catalytic unit functions 
and the advantages of this particu- 
lar treatment. Operation of system 
is described and illustrated with 
accompanying diagrams. Sola Cor- 
poration, Dept. H, 2808 Mckinney 
Ave., Dallas 1, Texas. 


Protein foods (1CL-4)—*‘Protein 
and your Patients,” a twenty-one- 
page booklet, is a review of im- 
portant new findings that have 
been published concerning the 
value of protein in the human diet. 
The booklet serves as a pragtical 
working handbook of protein-feed- 
ing for physicians. Swift & Com- 
pany, Dept. H, Nutrition Division, 
Union Stockyards, Chicago 9, IIL. 


Porcelain-on-steel wall panels (1CL- 
5)—Kit contains four descriptive 
folders and samples of porcelain- 
on-steel wall panels. Gives ad- 
vantages, instructions for installa- 
tion, and a laboratory report of 
its quality. Alliance Ware, Inc., 
Dept. H, Alliance, Ohio. 
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Office planning (1CL-6)—lllus- 
trated booklet describes and offers 
solutions to office planning and 
layout problems. Material covers 
private offices, conference and 
board rooms, reception rooms and 
general offices. Diagrams suggest 
various layouts and cover a range 
of subjects from furnishings to 
lighting. Wood Office Furniture 


Institute, Dept. H, 730 Eleventh St., 
NW, Washington 1, D.C. 


Inhalation therapy (1CL-7)— 
“Everything for Inhalation Thera- 
py” is a 24-page catalogue illus- 
trating a complete line of inhala- 
tion therapy equipment and 
accessories, Included are oxygen 
tents, masks, resuscitators, nebu- 
lizers, humidifiers and gas handling 
and control equipment. National 
Cylinder Gas Company, Dept. H, 
840 N. Michigan Ave., Chicago 11, 
Ill. 


catalytic 


how you can set 
your 


FUND-RAISING 


GOAL 


In fund-raising, there is no substitute for experience. 


American City Bureau minimizes uncertainty, provides 
a framework of specialized guidance and counseling, 
plus a planned program as a basis for a completely 
coordinated and successful activity. Your first step is 
to grant us the opportunity to present this unique and 
confidential service. Then will follow a preliminary 
study and report. . . at our expense. 


HOW WELL THIS WORKS OUT IS ILLUSTRATED 
BY A FEW TYPICAL CURRENT CAMPAIGNS: 


United Hospital Fund 
Danville, tilinois 

Mercy Hospital 

Des Moines, lowe 

Santa Rosa Childrens Hospital 
Santa Rosa, Texas 

Noble Hospital 

Westfield, Massachusetts 


can City ‘Bureau 


Am 


Goal Subscribed 


1,500,000 1,750,000 
2,840,000 3,325,000 

750,000 751,131 
1,250,000 1,413,313 


(ESTABLISHED 1913) 


221 North LaSalle Street, Chicago 1, Illinois 
470 Fourth Avenue, New York 16, N.Y. 


CHARTER MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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OF adequate 
utility services for any 
hospital project begins with the 
selection of a proper site. The com- 
plex system of lines carrying the 
fluids, wastes, gases, and energy 
to and from the hospital must be 
analyzed in terms of present and 
future demands before a final de- 
cision is made regarding a site. 
The effect upon the final cost of 
a hospital project that the exist- 
ence and accessibility of utility 
lines will have often is not fully 
comprehended at this early stage. 
This fact applies not only to the 
planning of new facilities but also 
to the planning of additions or 
alterations that will affect the 
demands of the existing hospital. 

Before extensive plans are made 
for the enlargement of existing 
facilities in any given location 
(assuming the ultimate possible 
future demands have been reason- 
ably determined), the adequacy 


Edward H. Matthei, A.LA., is associated 
with the firm of Childs & Smith, architects 
and engineers, Chicago. 


efficient utility service 


— planning for it starts with 


selecting the construction site 


by EDWARD H. MATTHE! 


Before extensive plans are made for 
new construction or expansion of 
facilities, the author warns, the exist- 
ence and accessibility of adequate 
utility services must be fully investi- 
gated. He discusses briefly each of the 
chief factors that must be considered 
by engineers and architects in evalu- 
ating a hospital site. 


of utilities such as water, sewer, 
gas, electrical power and tele- 
phone should be investigated. Not 
only should existing quantities 
and capacities be considered, but 
possible future demand loads from 
other sources should be checked 
as well. The direct cost for pro- 
viding or enlarging such services, 
together with the willingness of 
utility companies to extend facili- 
ties or accept such demand loads, 
should be important considerations 
in selecting a site. 


Sewa TREATMENT 


Chief factors that must be con- 
sidered by the architects and 
engineers in evaluating a site for 
a hospital project are as follows: 


WATER 


On occasion, because of high 
real estate values or unavailability 
of suitable sites (or both), or be- 
cause of a choice landscape and 
orientation, a hospital board will 
consider a site beyond the city 
limits. New highways have in- 
creased the desirability of locating 
hospitals outside of the congested 
city centers, where actual travel 
time from the residential areas 
often is the consideration rather 
than distance. 

When a desirable site has been 
suggested beyond the city water 
mains, information regarding the 
problems associated with the drill- 


Pumping STATION *®\. 


! 
Gas PLANT 


PuMPpinG STATION 2. 


Pranr 


(Om Reserve STORAGE) 


ADEQUATE provisions for hospital utility services are represented in this drawing. 
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Tere prone 


Note alternate sources of water and electric power. 
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for better Receiving, HAUSTED 
Emergency and WHEEL STRETCHERS 
Recovery Care... 
FULL LENGTH TELESCOPING 
se ATTACHMENT 
GHuT ADJUSTMENTS) 


Of OF ) 
cover 
AVAN_ABLE) 


STORE 


- 
A 
PLANEET ANT i] 


LOCK AN 
“MAKE CASTERS 


atm 
in STORAGE 


The large selection of useful accessories makes 
Hausted Wheel Stretchers the ultimate in im- 
proved patient care. Regardless of your budget, 
there are Hausted Stretchers to meet your needs. 


For detailed information, write 


THE HAUSTED MANUFACTURING CO. 


Tomorrow's Equipment—T oday 
MEDINA, OHIO 


CHANGING 
TECHNIQUES 


Armstrong Baby Incubators constantly fol- 
low changing techniques and the needs of 
physicians and nurses. Write or phone col- 
lect for free bulletins describing accessories 
designed only for Armstrong Baby Incu- 


bators. 


THE GORDON ARMSTRONG CO., INC. 


508 Bulkley Building 


Cleveland 15, Ohio CHerry 1-8345 


SOLD EXCLUSIVELY BY 


HAROLD 
BROCHURE’ MS 100 Fifth Ave. 


New York Ii, N. Y. 
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DY-DUST 
CHEMICAL FLOOR CLEANER 
AND DUST CONTROLLANT 


Faster, more efficient — non-slip Buckeye 
DY-DUST protects floor surfaces, controls dust- 
borne microbes and safeguards health. Scien- 
tifically controls dust and dirt on wood, 
terrazzo, tile, concrete, vinyl, marble, cork 
and composition floors. 

EASY TO USE! SAFE! FAST! 
LOOK FOR THE NAME BUCKEYE... YOUR 
ASSURANCE OF QUALITY 


| DAVIES-YOUNG SOAP COMPANY ' 
P.O. Box 995, Dayton 1, Ohio 
Send f free sample 
Hove your representative call 
Send further information 
NAME | 
ADDRESS 

CITY STATE 
- DY-DUST : 


the DAVIES-YOUNG 


Soap Company 
P.O. Box 995 Dayton 1, Ohio 
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A new modern technique for sterilizing Needles ond Syringes CONTROLLING 
which features the ACTION 
STERIPHANE STAINLESS STEEL NEEDLE DISPENSER 
that delivers individual paper wrapped feriie 
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ing of a well should be checked. 
Reports as to probable depth of a 
suitable water supply, together 
with seasonal fluctuation of the 
water table, would be helpful. The 
nature of the subsoil, such as the 
presence of rock, might assist in 
estimating cost and case of drilling. 
Sample tests from nearby wells 
can be made to determine purity 
and hardness of the water. 

An adequately sized water main 
does not always indicate that there 
will be sufficient quantity and 
‘pressure. During the summer 
months, many communities expe- 
rience water shortages due to in- 
adequate pumping and storage 
facilities. In this situation the 
hospital would have to provide 
additional water storage capacity 
for normal operation and fire 
protection during periods of peak 
demand on the water mains. Addi- 
tional pumping units would also 
be required to maintain proper 
pressure for the operation of 
equipment or to fill an elevated 
water storage tank during periods 
of lower demand. 

Low pressure is more easily 
corrected when adequate quantity 
is available by installing a pneu- 
matic system that maintains pres- 
sure through the utilization of 
compressed air within a closed 
tank located in the water system. 

Separate storage for a reserve 
water supply in case of fire is 
often considered, either in un- 
derground reservoirs or elevated 
tanks, to supplement inadequate 
utility service. 


An investigation of sewers serv- 
ing a proposed site would consider 
the type, size, depth, pitch, distance 
to main interceptor and possible 
future extension and load. 

If no sewer is available, the 
hospital is faced with the construc- 
tion of a sewage treatment plant. 
This includes facilities for separat- 
ing solids from the fluids, perhaps 
aerating and filtering the fluids, 
and disposing of the fluids by 


means of subsurface drainage 
fields or a suitable creek. 
Separate storm and _ sanitary 


sewer systems are most advisable. 
The storm sewer carrying water 
from roofs, streets, paved parking 
areas, and fields is sized to carry 
the maximum load from a flash 
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rain storm or flood. If the sanitary 
system is separate, it will not be 
affected by the problems asso- 
ciated with storm conditions and 
should the storm system prove 
inadequate, the flooding of base- 
ments, etc., will not necessarily be 
complicated by the presence of 
sanitary wastes. 

The depth of an existing sewer 
system and its relation to the 
main intercepter governs the type 
of system used for the basement 
areas. If the sewer main is higher 
than the basement or if there is 
danger of flooding during periods 
of peak demand, the basement 
system may have -to be pumped 
against the maximum possible 
head that might occur. This sit- 
uation involves the installation of 
rather expensive sewage ejectors 
and sump pumps if the basement 
load developed is sizable. When 
this condition exists and the 
ground conditions are such as to 
require extensive footing and un- 
derfloor drainage tile to relieve 
hydrostatic pressure, the size of 
the pumps must be _ increased 
even larger. In some instances, it 
might be better to design struc- 
turally to resist such pressure 
than to pump an unknown amount 
of ground water from a consider- 
able area. In any case,.both solu- 
tions are expensive and will in- 
fluence the design of the building. 

If an existing sewer is under- 
sized, the problem might be met 
with the installation of a large 
septic tank or tanks to separate 
the solids from the fluids. The 
solids would then be retained and 
decomposed while the fluids would 
flow on to the sewer. 

Any system which would re- 
quire the collection of waste solids 
would naturally affect the decision 
as to the use of garbage disposal 
units connected with the plumbing 
system. | 


GAS 


In many areas of the country, 
gas is coming into wide use for 
total heating. Many companies 
have what is known as “dump 
rates” during the summer months. 
Large institutions where heating 
is required for steam generation 
or industrial processing can benefit 
from such an arrangement. The 
arrangement not only is attractive 
from the standpoint of economics 


and ease of operation but gives 
the advantage of a second or third 
source of fuel during times of 
emergency. The gas company prob- 
ably would have to run a new 
main or branch of adequate size 
to meet a heating demand from a 
new hospital or existing hospital 
planning conversion. Their will- 
ingness and capacity for supplying 
and extending gas for heating pur- 
poses should be checked. 


ELECTRICAL POWER 


The size of a hospital and its 
electrical requirements generally 
will determine the need for pri- 
mary or secondary service. A siz- 
able hospital with long runs and 
several buildings will usually 
find it economical to use primary 
metering. With this system, all 
meter charges are totaled at one 
point, allowing. main feeders to 
be taken off to the several areas 
of distribution. In addition to the 
type of power, the classification 
of the system wil] also be a con- 
sideration. A three-phase, four- 
wire 120/208 volt arrangement: 
will be the least expensive and, 
in addition, gives desired flexibility. 

In some way, either through 
excess facilities charges or by 
direct cost, the hospital probably 
will pay for the underground 
service cables into the vault or 
switch gear room. If the loads 
are to be heavy and if the distance | 
from the utility pole is consider- 
able, copper requirements will 
amount to a significant cost against 
the electrical installation in the 
case of secondary service. 

A site located so that two 
sources of power are available 
from separate generating plants is 
most desirable. Second choice 
would be two separate transmis- 
sion lines originating at the same 
source but looping in opposite 
directions into the site. By using 
an automatic throw-over switch, 
the entire electrical system can 
be maintained during a failure of 
one of the lines. This arrange- 
ment gives added emergency pro- 
tection and reduces the number 
of times the hospital’s own emer- 
gency generators or storage bat- 
teries will be required to pick up 
on the emergency circuits. 

Transformer vaults and switch 
gear rooms should have adequate 
space to accommodate additional 
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equipment that might be neces- 
sary for future contemplated ex- 
pansion. Requirements for a sepa- 
rate transformer for x-ray 
departments should be anticipated 
in the transformer layout. 

The location of the transformer 
vault in relationship to the load 
center of the building will affect 
economies in feeder distribution 
wiring. All of these factors should 
be studied before final plans are 
made. 


The importance of an adequate 
number of outside telephone lines 
serving a hospital cannot be over- 
estimated. During times of critical 
emergency, the telephone will be 
the main source of direction. Auto- 
matic fire alarms linking the 
hospital directly with the fire sta- 
tion and other critical points 
might use the telephone system. 
Special phones connected directly 
with taxi dispatching points are 
sometimes advisable. 

The hospital will first have to 
determine what part the telephone 
will play in the communication 
picture. Automatic dial switch- 


board equipment might be the 
answer to a complex intercommu- 
nication problem. The number of 
telephones required will have a 
direct bearing on the number of 


-outside lines needed. Since the 


functions of today’s hospital are 
much broader than the mere 
inpatient bed count, analysis of 
requirements should include doc- 
tors’ offices, offices for public 
health agencies, and similar fa- 
cilities. 

Preliminary discussions with 
the telephone company will un- 
cover problems associated with a 
particular location. 


SUMMARY 


Planning for adequate utilities 
should start long before a hospital 
is actually in the construction 
stage. Many hospitals own land 
upon which they might some day 
build a new building. Every ad- 
vantage should be taken to make 
sure that expansion of existing 
utility services includes provisions 
for contemplated requirements. 
Capacity of new sewer and water 
projects should be examined for 
adequacy. Privately owned utility 


companies should be advised of 
future plans and loads. 

Even on one’s own site, great 
care should be given to proper lo- 
cation and extension of utility 


lines. At the time of construction, : 


every hospital should study the 
direction in which additions might 
be built so that lines can be prop- 
erly located and so that sewers of 
correct depth and pitch can be 
provided to serve these additions. 
Costly revisions that many hos- 
pitals are faced with today stem 
from a failure to anticipate possi- 
ble future utility requirements 
when a site was selected or build- 
ings were extended. 
Complications such as bond is- 
sues, referendums and board ac- 
tion are usually associated with 
utility extension, so action is 
sometimes rather slow. Because 
the work itself is sometimes sub- 
ject to weather conditions, it too 
might take considerable time. All 
of these factors indicate that 
utility requirements should be 
one of the first items for investiga- 
tion. In this way, the hospital will 
be assured of necessary utility 
service at the time of occupancy. ® 
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CONTROLLED PARKING 


...With the Low-Cost 
PARCOA Automatic System 


End the problem of parking at your hospital once and 


for all with PARCOA .. . the system that has proved 
itself at scores of hospitals across the country. 

PARCOA ... with exclusive card-key control... : 
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easy-to-install | 
LZONVALVE 

ZONVALVE automatically cuts off heat to vacant 
rooms, regulates heat in occupied rooms. This 
new, thermostatically-controlled motorized valve 
replaces ordinary radiator valve with no plumb- 
ing change, no shut-down of heating system. 

ZONVALVES are made in all standard pipe and 
tubing sizes. Low wiring cost — because all neces- 
sary wiring is low voltage. 

Designed for steam and hot water systems. 


Ideal for institutions, hotels, motels, etc. Uncon- 
ditionally guaranteed. 


_ for details HEAT-TIMER CORP. H 
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reviews 


Chronic Illness Problem in a Large City 


CHRONIC ILLNESS IN THE UNITED 
STATES; VOL. Iv: CHRONIC ILLNESS 
IN A LARGE CrTy. Commission on 
Chronic Illness. Cambridge, Pub- 
lished for the Commonwealth Fund 
by Harvard University Press, 1957, 
620 pp., $8. 


This volume, the fourth in a 
series, is the companion to Volume 
III, Chronic Illness in a Rural Area. 
Its primary purpose is to define the 
size and nature of the Chronic 
illness problem in a large city. This 
it does very well. Although only 
one city is sampled, the study 
should indicate the size and scope 
of the problem in other cities, par- 
ticularly if the data is supple- 
mented by reports from.~ public 
health departments in other cities 
and by studies already in exist- 
ance. 

This volume cannot be read as 
a single volume because the in- 
tensive data presented, particularly 
in the appendix, must be consid- 
ered in conjunction with the ideas 


expressed in the first two volumes. 
Because the data is not completely 
analysed and specific recommen- 
dations are not made, a concluding 
volume may be necessary to give 
the serious student of the problem 
of chronic illness a complete pic- 
ture of its solution. In the intro- 
duction, it is implied that further 
studies in health education will be 
needed to remove patient attitudes 
that are major obstacles to thera- 
peutic and rehabilitative measures. 
The volume indicates the great 
need for research in the preven- 
tion of chronic disease, and sets 
forth several suggestions for stud- 
ies on such diseases as arterioscle- 
rosis and cancer. This volume may 
be most valuable for enabling, 
through its data, an assessment of 
the percentage of incidence of 
chronic illnesses. Such an assess- 
ment can be an effective basis for 
deciding where research and fa- 
cilities should be provided. Al- 


though research should not be 
based entirely on major problems, 
this method can be very effective, 
especially if supplemented by basic 
research. 

A second contribution of the 
volume is that the data contained 
provides a compass that in part 
will indicate the trend of curable 
conditions. This is important. It is 
true the beneficial effects of pre- 
vention and of rehabilitation and 
restoration are expanding rapidly, 
but the need for therapy is expand- 
ing even more so. Geriatrics re- 
quires more therapeutic procedures 
than it was once thought. Gall 
bladder disease, predominantly a 
disease of middle age, is curable 
by gall bladder surgery, and its 
cure has contributed markedly to 
longevity. Diseases of the prostate 
increase rapidly with age; fortu- 
nately, a high percentage are cur- 
able. 

As people live longer, there will 
be more hernias to repair, more 
cataracts to remove, more detached 
retinas to repair, more glaucoma 
to treat, more arthritis for physical 
therapy and rehabilitation, more 
broken bones to care for surgically. 
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A decade ago the healthy person 
who fell and fractured his hip was 
a grave problem to the general 
hospital. Because the condition 
could not be cured surgically in a 
short time, the patient often de- 
veloped pneumonia and died. To- 
day, with the ability of orthopedic 
surgeons to pin the hip immedi- 
ately and apply a body cast within 
24 hours, the patient is well in a 
short time. 

Another condition, arterioscle- 
rosis of the large arteries, is now 
being cured by arterial implants 
from animal arteries. Research in 
desensitizing the protein element 
of animal arteries by predigestion 
with pepsin indicates that animal 
arteries may become permanent 
grafts in human beings so that we 
no longer need to depend upon 
autopsy material for human arter- 
ies with which to transplant the? 
patient’s worn-out artery. 

On the medical side, the increas- 
ing ability to control hypertension 
brings more patients into the hos- 
pital. Since 1920, we have seen the 
effects of insulin on the diabetic 
patient, and diabetes increases 
with age. Those patients will be 
hospitalized for preliminary diag- 
noses and insulin and diet regu- 
lations. As we become older, the 
incidence of cancer increases so 
that we can anticipate more sur- 
gery for cancer than we have ever 
had in the past. Such cancerous 
conditions as leukemia, Hodgkin’s 
disease, and lymphosarcoma will 
be treated medically and/or by 
radiation therapy, although so far 
neither the chemical nor radiation 
treatment of cancer has been 
highly satisfactory. More knowl- 
edge is needed about this curable 
condition; a study of data on can- 
cer in this volume cannot fail to 
interest physicians and hospital 
administrators interested in thera- 
peutic functions. 

The data in this volume suggests 
emphasis on the socio economic 
approach. In this reviewers 
opinion, the question of how to 
provide facilities and funds for the 
very large number of chronically 
ill and disabled individuals who 
cannot be partially benefited by 
active therapy and whose care 
presents a problem resides outside 
the general hospital or the special 
hospital for chronic diseases. We 
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take as an example the custodial 
care of mental patients. A passage 
(p. 96) in the volume being con- 
sidered demonstrates the known 
fact that many patients in mental 
institutions are not truly mental 
problems: “The review resulted 
in the deletion of about one-third 
of the mental cases which had 
been diagnosed by examining phy- 
sicians, on the basis that the in- 
formation recorded did not ade- 
quately support the diagnoses [of 
mental illness].’’ We hope that this 
information will point the need to 


provide funds and facilities for a 
large number of patients with no 
or minimal mental conditions and 
who are in mental ‘ institutions 
only because of old age. They can 
be cared for in other facilities if 
society will but provide for them. 

In conclusion, this excellent 
study provides data for those in- 
terested in the problems of chronic 
illness and will serve as a basis 
for planning where to go from the 
present period.—F. R. BRADLEY, 
M.D., director, Barnes Hospital, 
St. Louis. 
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fersonnel changes 


@ Robert P. Allen has been appointed 
administrator of Halloran Hospital, 
Jackson, Miss. Mr. Allen was 
previously administrator of Army 
hospitals. 


@ Thomas H. Botts has been appointed 
administrative assistant at the 
Hospital of the University of 
Pennsylvania, Philadelphia. He is 
a graduate of the Columbia Uni- 
versity program in hospital ad- 
ministration. 


@ Julian H. Christman has been ap- 
pointed acting administrator of 
St. Mary’s Hospital, Leonardtown, 
Md. He was formerly business 
manager of the hospital. 


@ irene Ciminera has been ap- 
pointed administrator of Tri- 
County Community Hospital, Deer 
Park, Wash. She was formerly ad- 
ministrator of hospitals in Su- 
perior, Mont., and Pomeroy, Wash. 


@ DeWitt C. DuVall has been ap- 
pointed administrator of Polk 
County Hospital, Corrigan, Tex. 


@ Robert £—. Faehn has been ap- 
pointed administrator of Aston 
Memorial Pipestone (Minn.) 
County Hospital. He _ succeeds 
Lovise L. Myklebust, who resigned be- 
cause of ill health. Mr. Faehn was 
formerly business manager of Me- 
morial Hospital, Watertown, S. 
Dak. 


@ Charles E. Findlay has announced 
his retirement as administrator of 
Alpena (Mich.) General Hospital. 
He will continue to serve the hos- 
pital in an advisory capacity. Mr. 
Findlay is to be succeeded by 
A. W. Chipman, the hospital’s assis- 
tant administrator. 


@ Paul H. Fraser has been appointed 
administrator of Peachtree Sani- 
tarium, Atlanta. He was formerly 
executive director of the Georgia 
Commission on Alcoholism. 


@ C. E. Hendricks has been appointed 
administrator of Cordell (Okla.) 
Memorial Hospital. Mr. Hendricks 
was formerly administrator of 
Grand Valley Hospital, Pryor, 
Okla. 


@ Ralph A. Hill has been appointed 
administrator of Southwest Bap- 


| 


, 


tist Hospital, Mangum, Okla. He 
was formerly an Air Force chap- 
lain and the public relations repre- 
sentative of Baptist Memorial Hos- 
pital, Oklahoma City, Okla. 


@ Robert M. Jacobson has been ap- 
pointed assistant superintendent 
of Lutheran Hospital of Fort Dodge 
(lowa). Mr. Jacobson was for- 
merly management officer of an 
Air Force hospital. 


@ A. W. Kimball has been appointed 
administrator of Ingleside Lodge, 
South San Gabriel, Calif. He was 
formerly administrator of Women’s 
Hospital, Chattanooga, Tenn. 


@ Albert G. Lewis Jr., M.D., has been 
appointed medical director of 
Southwest Florida Tuberculosis 
Hospital, Tampa, Fla. Dr. Lewis 
has been acting medical director 
of the institution. 


@ Peter Pierdinock has been ap- 
pointed assistant administrator of 
Bridgeport (Conn.) Hospital suc- 
ceeding David S. Egan who retired. 
Mr. Pierdinock is a graduate of the 
Yale University program in hospi- 
tal administration. 


@ Stella Roach has been appointed 
administrator of California Babies’ 
and Children’s Hospital, Los 
Angeles, succeeding Evelyn D. Shalda 
who is retiring after 35 years with 
the organization. Miss Roach, a 
former newspaper and magazine 
writer, assisted Mrs. Shalda for 14 


months prior to this appointment. 


@ Mrs. Alma |. Schiek, R.N., has been 
appointed administrator of Brook- 
ville (Pa.) Hospital, succeeding the 
late $. Pearle Cooper. Mrs. Schiek 
was formerly administrator of 
Tyrone (Pa.) Hospital. 


@ S. James Schroeder has been ap- 
pointed administrator of Engle- 
wood Hospital, Chicago. He was 
formerly assistant administrator 
of St. Luke’s Hospital, Chicago. 
Mr. Schroeder is a graduate of the 
Northwestern University program 
in hospital administration. 


@ Walter R. Shultz, R.N., has been ap- 
pointed administrator and anes- 


_moria!l 
‘Springs, S. Dak. He was formerly 


thetist of Crawford County Me- 
morial Hospital, Denison, Iowa. He 
succeeds Mrs. Genevieve Jefferey, RN., 
who resigned. 

Mr. Shultz was formerly admin- 
istrator of Woodward Memorial 
Hospital, Sandwich, 


@ Lawrence Patrick Swain has been 
appointed administrator of Me- 
Hospital, Wessington 


administrator of Routt County 
Memorial Hospital, Steamboat 
Springs, Colo. 


@ Adrian J. Thompson has been ap- 
pointed administrator of St. Croix 
Valley Memorial Hospital, St. 
Croix Falls, Wis. 


@ Oreon K. Timm, M.D., has been ap- 
pointed area medical director in 
the Veterans Administration area 
medical office 
at St. Paul, 
Minn. He was 
formerly man- 
ager of the VA 
Hospital at Dan- 
ville, Ill. Dr. 
Timm succeeds 
Einar C. Andreas- 
sen, M.D., who is 
retiring. 


MR. WAGAR 


@ Clyde Wager 
has been appointed administrator 
of Utah Permanente Hospital, 
Dragerton, Utah. 


Deaths 


@ Rev. Herman L. Fritschel, D.D., died 
Nov. 22 at the age of 88. He was 
administrator of Milwaukee ( Wis.) 
Hospital from 1902 until his re- 
tirement in 1943. : 


@ Roger W. Hardy died Dec. 11 of 
coronary disease. Mr. Hardy, 51, 
was executive director of the Mas- 
sachusetts Blue Cross Plan. He 
served on the Blue Cross Com- 
mission from 1951 to 1955 and had 
been on the Board of Governors 
of the Blue Cross Association since 
July 1956. He is survived by his 
widow, Grace Taylor Hardy. 


@ Frank Venecek, a former superin- 
tendent of the Oak Forest (Ill.) 
Infirmary, died Nov. 30 at the age 
of 76. He is survived by his widow, 
Anna, and a son, George. 
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THE LAW IN BRIEF 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Unauthorized Operations 


Ascertaining that proper consents to surgery have 
been obtained is considered a function of the oper- 
ating room supervisor. While the surgeon has the 
most at stake should he perform an operation which 
has not been authorized, the hospital is not without 
its risks. The following cases involve surgery per- 
formed in hospitals in absence of effective consent: 

McCandless v. State, 166 N.Y.S. 2d 272 (1956), was a 
suit against the State of New York by the mother of 
a mental patient for damages resulting from the 
pregnancy of the daughter and the subsequent abor- 
tion performed in the state institution. Investigation 
disclosed that the girl had left the scene of a hospital 
dance with a male patient, whereupon conception 
ensued. Subsequently, the parents were called in 
and the situation was disclosed to them. Without 
notice to the parents, however, a panel of hospital 
doctors reviewed the case and recommended an abor- 
tion to prevent revival of the patient’s homicidal and 
suicidal trends. It was not stated that the operation 
was necessary to save the patient’s life. The surgery 
was performed prior to notification of the parents. 

The court held the state responsible for the negligence 
of its employees in not properly supervising the pa- 
tients during their recreation period; labeled the 
operation as unauthorized in absence of consent by 
the incompetent patient's parents; and characterized 
the abortion as not being therapeutic and thus not 
condoned by law even had there been authorization 


by the girl’s guardian. A total judgment of $15,000 . 


was awarded. 

A Florida case centered about authorization of anes- 
thesia. The patient denied consenting to a spinal, and 
alleged that he informed the doctor that he would not 
permit use of such anesthetic. The doctor contended 
that any restrictions on the use of a spinal had been 
released. 

During an appendectomy, and prior to incision, the 
patient reacted poorly to the general anesthetic so 
a spinal was administered and the operation pro- 
ceeded..The patient emerged with partial paralysis 
of one leg. Testimony showed that the patient was 
an adult student and had told the doctor that he did 
not want a spinal. The boy asserted that the doctor 
agreed. The doctor denied this and alleged that the 
patient’s mother had signed for the boy’s admission 
at the hospital on a form which permitted the doctor 
to choose the kind of anesthetic needed. 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. for advice on such problems a hospital should 
consult a member of the local bar. 


JANUARY |, 1958, VOL. 32 


The court upheld the jury’s verdict for the patient 
which resolved the conflicting testimony. The jury 
must have concluded that the boy, being of legal 
age, did not authorize his mother to consent to use 
of an anesthetic selected by the surgeon but to sign 
only for admission to the hospital. Thus the mother 
was not empowered to agree to release the previous 
limitations on use of spinal anesthetic. Further, the 
jury must have decided that no emergency existed, 
that the appendectomy was elective, and that the 
operation need not have continued after the initial 
poor reaction to the general anesthetic. The court 
stated the law that only an emergency will justify 
operation without the patient's express consent or 
in a manner contrary to his instructions. A verdict 
against the doctor was upheld. Chambers v. Notte- 
baum, 96 So. 2d 716 (Fla. App., 1957). 


A Will and a Way 


When a hospital is the beneficiary of a decedent’s 
gratuity via his last will and testament, acceptance 
of the bequest commits the hospital to use the funds 
as specifically prescribed in the will. Not infrequently 
the hospital needs funds otherwise unobtainable but 
finds that it cannot change the terms of the will and 
is, therefore, deprived of the most urgent use of the 
funds. A n@vel and most satisfactory exception to 
the usual situation is reported in Trustees of the 
Alexander Linn Hospital Association v. Richman, 135 
A. 2d 221 (N.J. App., 1957). 

The hospital is a voluntary nonprofit institution. It 
was the recipient of a legacy under the will of 
Elizabeth K. Wilson to constitute a trust fund, the 
income thereof to be used for hospital purposes. 
The amount involved was approximately $210,000. 
The hospital was engaged in a construction program 
and was having difficulty with its capital needs. It 
had borrowed $200,000 and was still $25,000 short. 
The funds in the bequest appeared to be the answer 
to the financial shortage if they could be reached. 

The court was asked fof a ruling as to whether part 
of the trust fund could be borrowed by the hospital 
instead of its being restricted only to the income the 
fund produces. In the decision the rule was stated 
that ordinarily the intent of the testator controls use 
of the funds bequeathed, but the court does have 
inherent power under appropriate circumstances to 
authorize the trustees of a charitable trust to invade 
the trust funds even though there is a limitation to 
use of income only. 

This authorization may be on a permanent basis, 
too, if the situation warrants such drastic action. The 


court’s power arises in instances where the very 
existence of the trust is in danger or its successful 
operation threatened. To protect the public welfare 
the court may step in and modify the testator’s intent 
to the extent necessary to preserve and continue the 
charitable trust. 

in this case the very existence and continued opera- 


_ tion of the charitable institution was endangered by 
‘its financial plight, hence the hospital board was 


allowed to borrow substantial sums from the trust 
fund to reduce the hospital’s debt and permit com- 
pletion of fhe new wing. The monies borrowed were 
to be secured by a mortgage on the hospital property. 
Since the hospital is entitled to the income from the 
trust, there was no need to pay interest on the niort- 
gage. The terms of the mortgage and the rate of re- 
payment of the mortgage principal were to be agreed 
upon by the hospital board and the office of the state 
attorney-general, the latter being charged by law as 
protector of the public interest in charitable trusts. 

This pragmatic solution to a hospital’s financial prob- 
lems may not be possible in all states. It does set a 
precedent, however, and may have an effect in other 
jurisdictions. 


Operating Room Responsibility 


As more states shed the immunity rule and find hos- 
pitals liable for the negligence of their employees, 
there is greater need to ascertain whether persons in 
the operating room are the responsibility of the hos- 
pital or the surgeon. When immunity was prevalent, 
it was generally stated that the surgeon in charge 
was responsible for all personnel in the operating 
room. Although employees of the hospital, they were 
considered “loaned servants” for the period of the 
operation. There has been a trend toward relieving 
the surgeon of liability for acts of many of the 
operating room personnel over whom he has little 
actual control. Two recent cases illustrate the new 
realism as to who is liable for hospital employees’ 
activities in or near the operating room. 

The timing of the injury was critical in determining 
whether the surgeon or the hospital was liable in the 
Iowa case of Frost v. Des Moines Still College of 
Osteopathy and Surgery, 79’°N.W. 2d 306 (Iowa, 
1956). The patient was burned about the abdomen 
because of an error which apparently occurred dur- 
ing the preoperative “preping.” The surgeon had 
ordered the usual preping, not any special prepara- 
tion for the operation, and this was performed by 
hospital personnel, including a house physician. 
Nothing unusual was detected during the operation 
but the burns were discovered the next day. 

The court found that all persons who treated the pa- 
tient were hospital employees, except the surgeon. 
He had nothing to do with the preping and did not 
detect that the preping was improperly done. There- 
fore, he was not responsible for errors in preping; 
he neither supervised the preping nor participated in 
it. The court also pointed out that the preping was 
primarily an administrative rather than medical 
function, and as such, when performed hy hospital 
personnel, was the responsibility of the hospital. 


The Colorado case of Beadles v. Metayka, 311 P. 2d. 
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711 (Colo., 1957), involved a suit by a patient against 
the surgeon, the anesthesiologist, and the hospital for 
having allowed him to fall off the operating table. 
At the moment of the accident the anesthesiologist 
was making entries on the record, the surgeon had 
just entered the room and was having his gown tied 
by a nurse, and an attendant was away obtaining a 
strap at the surgeon’s order. The surgeon was con- 
sidered liable for operating room negligence only if 
he had assumed command and responsibility in the 
operating room. 

it was held that the time of taking control of the 
operating room is not when the surgeon commences 
to operate on the patient but, in this case, when he 
started to give orders concerning the placing of the 


patient. It was considered negligence on the ute: 


the surgeon, having assumed command of the oper- 
ating room, to order the attendant to do something 
which would take him from the side of the patient 
without assuring that someone would be at hand to 
hold the patient. Thus, the anesthesiologist and the 
hospital were absolved of liability. 

lowe is a state in which voluntary hospitals enjoy 
no immunity while in Colorado such hospitals are 
liable for the negligence of their employees to the 
extent of liability imsurance coverage or other non- 
trust fund property. 


Detovanining Tax Free Status 


The welfare exemption from taxation under Cali- 
fornia statutes requires property to be “irrevocably 
dedicated to religious, charitable, scientific, or hos- 
pital purposes and upon the liquidation . . . will not 
inure to the benefit of any private person except a 
fund, foundation or corporation organized and oper- 
ated” for similar purposes. Lack of restrictive word- 
ing in the articles of incorporation of a home for the 
aged necessitated a lawsuit in Solheim Lutheran 
Home v. County of Los Angeles, 313 P. 2d 185 (Calif. 
App., 1957). Although the home emerged victorious 
over the county assessor, taxes had been assessed and 
litigation was carried to the appellate courts. 

The home’s corporate articles authorized engaging 
in any activities of a lawful nonprofit purpose, in 
addition to operating a home for the aged. This gave 
rise to doubts as to the home’s “irrevocable dedica- 
tion” to charitable purpdses. Another article, how- 
ever, provided that upon liquidation, dissolution, or 
abandonment of the corporation, its property should 
go to the Evangelical Lutheran Church, not to any 
private person. 

The court pointed out that the first clause would take 
the home outside the welfare exemption from taxa- 
tion and place it in the category of fraternal or social 
organizations which are taxed, but that clause, when 
read in conjunction with the latter one, shows that 
the ultimate proceeds of any activity authorized under 
the first clause would be impressed with a trust under 
the other clause and could not be diverted to pur- 
poses other than religious or charitable. 

A more coreful wording of the articles of incorpora- 
tion might have protected the tax exemption of the 
organization without materially affecting its function. 
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food sewice and dietotios 


BUDGET PLANNING: how to prepare dietary 


ig DIETARY administration is to be 
improved in the smaller hos- 
pital, the administrator must rec- 
ognize the importance of the 
budget as a management tool. In 
formulating the budget it is best 
for the administrator and the die- 


. titian to work together in design- 


ing the food service budget for 
the coming year. However, in many 
of our smaller hospitals there are 
no dietitians on the staff and 
administrators prepare the dietary 
budget in light of past experience, 
current trends and future plans. 

This discussion of the benefits 
derived from and techniques of 
setting up dietary budgets in 
smaller hospitals assumes there 
is no professionally qualified die- 
titian employed, full or part-time, 
on the staff. The department is 
under the direction of a food 
supervisor, a graduate of one of 
the two-year food service admin- 
istration programs, or an employee 
with less educational background. 


BENEFITS DERIVED 


The dietary budget is important, 
because much administrative pol- 
icy can be planned and determined 
in advance when expenses are 
forecast on paper. For example, 
if “travel” is labeled on _ the 
budget, the person in charge of 
the dietary department may safely 
assume that administration favors 
her attendance at meetings and 
conferences. The knowledge of 
this item in the budget may even 
serve as a fringe benefit, because 
the progressive department head 
likes to be given assurance that 
the hospital will finance travel ex- 
penses for meetings. Professional 
stimulation and, therefore, im- 
- Jane Hartman is food service specialist, 
Project for Improved Personnel and Die- 
tary Administration, Connecticut Hospital 
Association, New -Haven. This article is 
adapted from Miss Hartman's address at the 


American Hospital Association Institute on 
eo F Service Supervision, May 


by JANE HARTMAN 


The author outlines procedures that 
may be used in setting up the dietary 
budget in smaller hospitals without 
professionally qualified dietitians. A 


similar article for large hospitals will | 


be featured in the January 16 issue. 


provement of the food service 
usually result from attendance at 
meetings and conferences. 

The budget also reflects the 
administration’s policy on “cloth- 
ing’ for dietary workers. From 
the amount of money allocated 
under “clothing,” the director of 
food service knows whether the 
policy of the hospital is to furnish 
uniforms for all employees or 
whether only aprons are supplied. 
If the item “clothing” does not 
appear in the dietary budget, ad- 
ministration evidently has decided 
that employees must supply uni- 
forms, caps and aprons. 

Another administrative policy 
reflected in the budget concerns 
use of paper products in the hos- 
pital. Many hospitals serve all 
food for isolation patients on 
paper dishes exclusively. There ap- 
pears to be a trend in smaller 
hospitals away from linen in any 
form for tray and table service. 
Here, again, the amount of money 
allocated in the budget tells the 
person in charge of the food serv- 
ice the administration’s philosophy 
on these issues. 


PITFALLS TO AVOID 


In the event that there has never 
been a dietary budget, one theory 
in practice is to base the budget 
on past experience. The pitfalls 
in this procedure are immediately 
obvious. If there has not been 
sufficient money in the past to in- 
sure a nutritionally adequate diet, 
attractively served, the budget will 


budgets for smaller hospitals 


only perpetuate this deficiency. If 
the hospital is a new one and has 
had no expenses for equipment 
replacement during the first year, 
it is not safe to eliminate funds for 
equipment replacement on the 
second year’s budget. 


PROCEDURES TO FOLLOW 


In setting up the dietary depart- 
ment budget, expenses are divided 
among certain categories or divi- 
sions such as payroll, food; sup- 
plies and materials, and repair 
and maintenance of equipment. 
Whatever these divisions may be, 
it is usually wise to plan three 
columns on the budget sheet: 
“present year’, “actual experi- 
ence”, and “proposed budget for 
the coming year”. 

A fourth heading, “justification’’, 
may be of real value in helping 
to clarify the thinking of the 
budget-maker and to answer the 
question “why?” after each budget 
item. This column is invaluable if 
there is a change in the adminis- 
tration of the hospital, for it 
provides the informative detail 
that appears nowhere else. For 
example, under the “justification” 
column for cooking utensils, the 
explanation might very well read: 
“During the past few years we 
have been replacing retinned ware 
and enameled items with stainless 
steel cooking utensils.” This nota- 
tion leaves no room for doubt about 
the plan for the future. 

Since payroll is probably the 
most important item, and fre- 
quently the largest one in the 
budget, we may well consider this 
first. The payroll budget estimates 
the number of man hours required 
to prepare and serve the meals 
and to perform related work. Since 


‘the dietary payroll budget includes 
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Chart 1—Dietary supplies and materials budget request for 1957 based on past experience 


and allowance. 


1955 Experience 
(Purchases) 


Classification 
Item 46 Soaps and Detergents 
inv. 7/1/54 46.73 
Purchased 1955 102.40 
149.13 
Inv. 6/30/55 50.96 
USED 1955 98.17 


Item 47 Cleaning and Custodial 
Inv. 7/1/54 7.12 


Purchased 1955 95.08 
102.20 

Inv. 6/30/55 21.05 
USED 1955 81.15 


Item 48 Dishes and Glassware 


Inv. 7/1/54 457.19 
Purchased 1955 181.32 
638.51 

Inv. 6/30/55 555.13 
USED 1955 83.38 

item 49 Cooking Utensils 

inv. 7/1/54 180.39 
Purchased 1955 113.88 
294.27 

Inv. 6/30/55 217.50 
USED 1955 81.77 


Item 56 Other Maintenance Supplies 
No Inventory 


item 59 Clothing 


Inv. 7/1/54 90.00 
Purchased 1955 216.00 
306.00 

Inv. 6/30/55 210.00 
USED 1955 96.00 

Item 62 Paper Products 

Inv. 7/1/54 257.59 
Purchased 1955 299.23 
556.82 

Inv. 6/30/55 169.60 
USED 1955 387.22 


102.40 


181.32 


113.88 


12.20 


216.00 


1956 Allowance 


both salaries and wages, it reflects 
the administration’s attitude con- 
cerning the number of supervisory 
personnel needed. 
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175.00 


35.00 


200.00 


None 


None 


400.00 


1957 Request 


Justification 


175.00 


82.00 


84.00 


108.00 


388.00 


Anticipoted increase in detergent 
cost to clean plastic dishes—in- 
creased cost more than offset by 
lowered replacement costs. 


Normal requirements of garboge 
cans, scouring pads, etc. based on 
1955. At the time the 1956 request 
was made gorbage cons were 
coded to housekeeping. 


Inventory appreciation due to not 
putting our plastic dishes into use 
as soon as originally planned. 


During the past few yeors we hove 
been replacing retinned ware and 
enameled items with stainless steel. 
Lowered replacement cost is re- 
flected in the 1957 request. 


Supplies such as chains for dish- 
washer. Formerly these hove been 
charged to Progrom iii—Howse- 
hold & Property Services. 


Request is for 6 doz. aprons. Re- 
placement in 1956 will be large. 
Replacement will be mode from 
inventory. 


Bosed on 1955 use. Breakdown of 
poper products is the actual use 
from inventory and cost does not 
include freight. Costs are: 


Butter Chips 23.15 
Souffle Cups 15.20 
Flat Napkins 42.60 
Folded Napkins 110.57 
Tray Covers 61.86 
Soda Straws 66.51 
Wox Paper 15.94 
Special Tray Covers 49.75 
Total 385.58 


There has been a rother lorge in- 
ventory depreciation. This was in- 
tentional to bring ovr stock to o 
proper level. 


The payroll budget should in- 


clude money 


for 


labor turnover, 


vacation relief and sick leave. Sal- 
ary increases also must be budg- 


eted. Many hospitals have found it 
helpful to reduce all salaries to 
the hourly rate. 

In preparing the payroll budget, 
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glass danger with Flex-Straws.” 


The City of Hope 


Administrative Department says: “There is greater 
patient satisfaction and efficiency with Flex-Straws 
— patients appreciate the single-service of Flex- 
Straws —there’s never a doubt as to its cleanliness — 
nurses enjoy easy dispensing and disposal —net 
results for City of Hope by using Flex-Straws is 


over-all efficiency?” 


The City of Hope Purchasing Department says: 
“Flex-Straws mean economy—no labor costs for 
sterilization —no expensive replacement for broken 
tubes — no costs for brushes and cleaning materials.” 


2040 BROADWAY 
SANTA MONICA, CALIFORNIA 
refer to 
_ HOSPITAL PURCHASING FILE 
for listing and prices 
CANADIAN DISTRIBUTORS, 
INGRAM & BELL LTD. 


TORONTO, MONTREAL, WINN 
CALGARY, VANCOUVER. 
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, The City of Hope Nursing 

Department says: “We find 
Flex-Straws are more convenient and safe—no lost 
motion in patient bed adjustment as with old style 
drinking tubes — greater patient comfort, no broken 


se The paper straw with the flexible angle 
FLEX-STRAW . Disposable @ For use in hot and cold liquids. 


2040 BROADWAY 
SANTA MONICA, CALIF. 


: please send samples and literature. 


Unwrapped Straws in 
Special Dispenser Box 


FLEX-STRAW 
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it is wise to list every position 
individually, with a brief job de- 
scription but not the name of the 
person in the position. If the de- 
partment has six food service 
worker positions, for example, 
each one should be listed on sepa- 
rate lines. It is also a good idea 
to number the lines for easy 
reference, for in this way, differ- 
ences in rates may be easily noted. 
Some budget analysts suggest 
preparation of a work schedule 
showing all personnel (including 
part-time) needed to prepare and 
serve meals and perform related 
work. The cost of the basic staff 
is then calculated for one payroll 
period, using current wage scales. 
It is recommended by some 
that the basic staff should be tied 
in with percentage of bed occu- 
pancy, but others feel that this 
procedure is too theoretical for 
the smaller hospital where a stable 
dietary staff is invaluable. 


FOOD BUDGET 


The second important heading 
or division of total dietary expense 
is food. It may be wise to subdivide 
this division into various classifica- 
tions, as outlined in the American 
Hospital Association Food Cost 
Accounting Manual, the American 


Chart 2—Dietary budget report for the third quarter of 1957 


Hospital Association Hospital Food 
Service Manual or according to the 
11 food groups of the U. S. Depart- 
ment of Agriculture. 

If no food cost accounting has 
been done in the past, it is wise 
to collect data carefully from 
neighboring hospitals to deter- 
mine a reasonable raw food cost 
per person per day. It is well to 
remember in obtaining informa- 
tion that hospitals must have simi- 
lar food service operations and pro- 
grams and have an adequate diet, 
so as not to perpetuate deficiencies. 

Since the foods that can be 
served will depend upon the 
amount of money allowed, the 
administration may want to es- 
tablish a cost level. It is possible 
to plan an adequate diet on low, 
moderate or liberal cost levels. 
This level will effect the variety 
of food served and the quantities 
of more expensive foods that may 
be served. While nutritionally ade- 
quate and satisfying diets can be 
planned at a low cost level, food 
selections must be made carefully 
so as not to omit essential parts 
of the diet. Milk, for example, 
must be included in one of its 
forms every day. If fluid milk 
makes the bills too high, other less 
expensive forms, such as evapo- 


rated milk, can be used for many 
purposes. If the hospital receives 
government surplus or if food is 
produced at the hospital, these 
factors will also influence the food 
budget. 

The third budget category may 
be described as “supplies and 
materials” or “expendable equip- 
ment”. Items under this heading 
will include soaps, cleaning ma- 
terials, dishes, silverware, cook- 
ing and serving utensils, paper 
products, clothing, and “other’’. 
Some detail may be required for 
each of these headings. (See Chart 
1, p. 85) 

“Repairs and maintenance of 
equipment” is another important 
division of the budget. Some 
equipment repairs can be antici- 
pated a year in advance. One help 
in determining this cost is a com- 
plete record on each piece of 
equipment. This record may be 
kept on file cards. The name, pur- 
chase price, manufacturer, cost of 
maintenance, and repair costs 
should be included. The budget 
for repairs and maintenance of 
equipment will be less, if equip- 
ment is routinely serviced by men 
with “know how”. 

The heading “equipment, addi- 
tional” may be a part of a separate 


Based on the Foregoing— 
Balance 3/1/57 Status 3/1/57 
Allowed 1957 | Encumbered to (includes On Requisition — Over- 
Classification of Expense Budget 3/1/57 credits) (O09 items) Balance Expenditure 
Object 04 Travel 30.00 30.00 30.00 
Object 05 Food 24,117.00 19,143.60 9093.62! 1700.00 7393.62 
Object 08 Contractual Services 
Item 20 Repairs to Equipment 40.00 40.00 40.00 
Item 34 Others 47.00 24.27 22.73 22.73 
Totals 87.00 24.27 62.73 62.73 
Object 09 Supplies and Materials 
Item 46 Soaps and Detergents 175.00 94.45 80.55 80.55 
Item 47 Cleaning and Custodial 82.00 20.65 61.35 16.00 45.35 
Item 48 Dishes and Glassware 84.00 26.52 57.48 25.20 32.28 
Item 49 Cooking Utensils 82.00 34.64 47 .36 47.36 
Item 56 Other Maintenance Supplies 25.00 24.09 91 91 
Item 59 Clothing 108.00 147.25 39.25 
Item 62 Paper Products 388.00 418.24 55.00 85.24 | 
Item 64 Others 22.00 1.00 21.00 21.00 
Totals 966.00 766.84 268.65 96.20 227.45 124.49 
—124.492 
102.96 
Object 10 Equipment Replacement 671.00 515.25 155.75 155.75 
Object 11 Equipment Additional 56.00 7 56.00 


1. Employee meal credits are included in the balance. 


2. Over-expenditures for supplies and materials. 
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deal 


in CENTRAL 
FOOD SERVICE 


The new IDEAL Mealmobile with mechanical re- 
frigeration and built-in beverage dispenser, together 
with the new Idealmobile, Model FS-100, hot food 
assembly unit, now make it possible for you to have 
a complete food service system that is thorough, fast 
and efficient. 
The Mealmobile with its mechanical refrigeration, 
can now be used as a cold food storage unit. This 
permits the loading of salads and other cold items 
well in advance of food serving time and eliminates 
ew and valleys in the work load in the kitchen. 

e new IDEAL Mealmobile in combination with 
the new Idealmobile hot food assembly unit, enables 
you to move foods directly from the hot food 
preparation area to the most convenient assembly 
area — thus speeding up food service. 

IDEAL Mealmebile, Medel! : The complete IDEAL centralized food service system 
9020-BCT with built-in beverage introduces a cyclical operation in the movement of 

dispenser and mechanical food from kitchen to patient . . . done the same way 
setvigeration. every time. And efficiency increases each time! 


This IDEAL combination 
offers efficient centralized 
food service for all hos- 
pitals—regardless of size. 
Additional units may be 
added to meet your needs 
—present and future. 


Iidealmobile Mode! FS-100 
het food assembly unit 


Made only by the 


Write for 
assistance SWA RT Z BA U G H 
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budget—the capital expenditures 
budget. The need for some detail 
in this item is obvious. While the 
entire specification for the piece 
of equipment need not be in- 
cluded, it is advisable to include 
some descriptive material and the 
current price. 


Many hospitals feel that utili- 
ties should be budgeted. Utilities 
would be budgeted under the 
heading “operating or indirect ex- 
penses’’, with gas, electricity, coal, 
and water charged to the dietary 
department in the proportionate 
amount. Travel expenses may also 
be included under operating ex- 
penses. The cost of administration 
and general overhead would also 


be included under “indirect ex- 
penses’’, but they are not usually 
apportioned in a smaller hospital. 
The length of the budget period 
must be a reasonable one. Budgets 
may be drawn up on the quarterly, 
semiannually or yearly basis. The 
most common practice is to project 
budgets over a period of one year. 
Adjustments in the budget, how- 
ever, may be necessary due to 
wide price fluctuations in the cost 
of labor, equipment and food. 
Since conferences with depart- 
ment heads for budgetary planning 
are often impractical because of 
the lack of training and experience 
of the department head, certainly 
the person in charge of the dietetic 
service should be afforded the op- 
portunity to review the budget 


when it has been formulated. 

The progress of expenditures as 
compared with the planned budget 
should be reported to the depart- 
ment head on a monthly and quar- 
terly basis and cumulatively for the 
year. (See Chart 2, p. 88). Eyen 
though there is a monthly general 
average theory, the director of the 
food service operation wants to 
know whether he is working with- 
in the planned goals. 

A budget is a must. It takes time 
to develop intelligently and de- 
mands full cooperation of all per- 
sons concerned. When the smaller 
hospital finally achieves a budget, 
however, it will find it of great 
value in the cost and operational 
analyses that go hand in hand 
with budgets. 


Spring Cycle Menu 
for the Midwest 


HE 21-DAyY selective spring cycle 
menu and market orders for 
perishables are designed for hospi- 
tals in the Midwest. These menus, 
which are to be used during March, 
April and May, feature foods 


popular in the Midwest. 


The menus in this issue are the 
first in a four-part series of spring 
cycle menus published in this 
Journal. Spring cycle menus for 
the South-Southwest will be in- 
cluded in the January 16 issue of 
HOSPITALS, JOURNAL OF THE AMERI- 
CAN HOSPITAL ASSOCIATION. The 
spring menus for hospitals in the 
East and North-Northwest will be 
published in the February 1 and 
16 issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 


This cycle menu features a choice . 


of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 
Since one of the choices offered 
is designed for use on modified 


diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 


During January and February hos- 
pitals may use the winter cycle menus, 
published in the October and Novem- 
ber 1957 issues of this Journal. The 
Midwest and South-Southwest cycle 
menus were included in the October 
1 and 16 issues, respectively. The No- 
vember 1 and 16 issues featured cycle 
menus for the East and North-North- 
west, respectively. 


can be served on both the full and 
soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or substi- 
tute the water-packed variety for 
the diabetics. 


The market order for perishables, 
which accompanies each week’s 
menu, lists the meats, seafood, 
poultry, and fresh and frozen fruits 
and vegetables that a 50-bed hos- 
pital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of .50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre-pre- 
pared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard is also available 
upon request from the Association, 
18 E. Division St., Chicago 10. 
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Ist WEEK MIDWEST SELECTIVE SPRING CYCLE MENU—prepared by Norma D. Christiansen, executive dietitian, Grant Hospital, Chicago 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


PLEASE CUT ALO 


breakfast noon night 
Orange Juice Split Pea Soup Cream of Celery Soup 
er Grapefruit Juice italian Spaghetti with Parmesan Cheese—Hord Roll (F) Boked Ham with Pineapple Sauce (F) @ Breaded Veal Chop 
Farina er Baked Haddock Fillet with Lemon Wedge 5. Mashed Sweet Potatoes with Mershmallow Topping FS, 
or Ready-to-Eot Whipped Potatoes (5) Boiled Cabbage Wedge er Swiss Chard FS. 
Cereal Buttered Carrots Buttered Spinach (FS) Pear Grape Salad or Jellied Fruit Selad 
Poached Egg—Bacon Tossed Salad with Oil-Vinegar Dressing Cottage Cheese Cherry Garnish Sponge Cake with Whipped Cream (FS) er Boysenberries 
Baked Apple with Cream (FS) er Lemon Sherbet | 
Orange Juice (ream of Mushroom Soup Alphabet Soup 
or Grape juice Hot Beef Sandwich with Gravy (FS) @¢ Broiled Lamb Shoulder Chop | Chicken @ la King on Noodle Nest (FS) 
£ Rice Farina Mashed Potatoes FS) : er Cold Sliced Tongue with Mustard Relish 
or bran Fluke Buttered Mixed Vegetables er Wax Beans FS _ Baked Potato 
5 Cereal Tomato Aspic @r Waldorf Salad | Sweet Sour Red Cabbage er Buttered Peas (FS 
Scrambled Egg Canned Apricots in Syrup @¢ Floating Islend FS) | Stuffed Prunes or Pear with Grated Americar. Cheese 
Sweet Roll _ Gelatin Cubes with Cream er Lime Sherbet (FS 
Orange Juice Tomato—tice Broth | Cream of Spinach Soup 
or Stewed Fruit Ham Loaf with Orange Sauce (F) Omelet with Cheese Souce 5S. Roast Sirloin of Beef Au Jus (FS, er Broiled Salmon Steak 
Wholewheat Cereal Cloverleaf Roll (F5 | Whipped Potatoes (FS 
or Frosted Floke | Broccoli Spears @¢ Asparagus Tips FS) _ Glazed Carrots (FS) or Paprika Coulifiower 
Cereal | Shredded Chinese Cabbage with Celery Seed Dressing or Fruit Salod | Under the Sea Salad er Celery Sticks—Ripe Olives—Radish Rose 
Fried Egg— Bacon | Banana Cake (FS) or Pears in Syrup _ Frozen Strawberry Sundae (F) er Dark Bing Cherries (5 
Orange-Grapetruit Chicken and Leek Soup Cranberry-Apple Juice 
juice @ Banana Roast Leg of Lamb—Mint Jelly (FS) Broiled Minute Steck Broiled Liver and Bocon (FS) or Smoked Butt 
Farina Shr Candied Sweet Potato (FS | Escalloped Potatoes (FS 
| Wheat Cer Stewed Celery and Tomato @r Mashed Squash FS Blackeyed Peas er Buttered Diced Beets (FS 
Serambled Egg Orange Slices with Shredded Coconut F) Paprika Cottage Cheese Grapefruit-Avocado Salad with Celery Seed Dressing 
| Pecon Roll Chocolate Pie (F) er Cinnamon Applesauce (5) | @r Lettuce Wedge with Oil and Vinegar Dressing 
| Frozen Plums @¢ Whipped Gelatin (FS) 
| Sliced Oranges | Cream of Green Bean Soup | Cream of Tomato Soup 
or Prune juice Macaroni and Cheese Casserole (FS) er Cold Cuts—Potate Salad | Boked Fish Sticks with Lemon ‘S) or Swiss Steak F 
Malt Meal (Cereal | Brussels Sprouts er Buttered Green Beans FS Escailoped Potatoes FS 
Ready to Eat Delmonico Saled with Russien Dressing er Jellied Cranberry Salad _ Mashed Turnips er Buttered Spinach (FS 
Rice Cereal Mocha Refrigerator Coke (FS) @e Sliced Peaches in Syrup _ Blush Pear with Cream Cheese Dressing or Sweet Pickles and Olives 
Poached Egg on Toast! Pumpkin Custord Royal Anne Cherries—Vonilla Wafer (5) 
Waffles Maple Syrup 
Orange Juice German Potato Soup Lentil Soup 
or Blended Juke Fruit Plate with Cottage Cheese—Cinnamon Toast! Roast Beef FS or Baked Stuffed Pork Chop 
Rolled Wheat (Cereal or Breaded Veo! Cutlet (FS, Mashed Potatoes FS 
or Puffed Wheat Baked Potato (FS. Buttered Peas (FS) er French Fried Eggplant 
Cereal Parstied Cream Onions @¢ Buttered Carrots (FS) Stuffed Celery er Peach-Cream Cheese Salad 
Scrambled Egg-—-Pork ed and White Cabbage Siew Lemon Pudding with Cherry Garnish (FS) Vanilla ice Cream 
Links er lettuce and Tomato Saled with Roquefort Dressing 
Coffee Coke Dote Bor Nectarines in Syrup |S) | 
Gropefruit juice Bee! Bouillon with Lemon Butter Croutons Scotch Broth 
er Applesouce Broiled Chicken (FS) @¢ Broiled Loin Lamb Chop Cold Sliced Beef (5) er Cottage Cheese Fruit Plate with Potato Chips (F) 
Oatmeal Duchess Potatoes FS Baked Potate 
] or Corn Flakes Asparagus Spears (FS) er Braised Celery | Spanish Green Beans or Buttered Zucchini Squash (FS) 
Soft Cooked Egg Lettuce Wedge with 1000 Island Dressing @¢ Orange Grapefrust Salad | Assorted Relishes @¢ Sliced Tomato with French Dressing 
Butterscotch Sundae (FS) @ Apricots in Syrup | Raspberry Blancmange F er Canned Fruit Cocktail (S) 
(F}—Full Diet (S}-—Soft Diet (FS)—Full and Soft Diet Breod, butter ond a choice of beverages are to be included with ont pany 
Specifications, Amounts & Ne. of Servings Hem, Specifications, ‘Amounts & Ne. of Servings | item, Specifications, Amounts & No. of Servings 
ae Beer POULTRY | Potatoes, White Bag No. | 400 Ibs. 
Ground Beef U.S. Good, 5 tb. pkg. 25 tbs. Fowl (Eviscerated) Grade A, 5 tb. ov. 60 Ibs. Rodishes Bunch 2 doz. 
Liver Steer, sliced 10 Ibs. 40 | Fryers (Eviscerated) Grade A, Ib. av. SO tbs. 80 | Swiss Chards 50 ibs. 
g Roast, Sirloin (8.8.1) U.S. Choice 75 Ibs. PREPARED MEATS Squash, Zucchini 25 tbs. 100 
Steaks, Cubed U.S. Choice, 40z.e0ch 10 tbs. 40 | Cold Cuts 12 Ibs. Tomatoes Repacked (5 x 6) 1 lug (30 Ibs. 
Stebk, Swiss U.S. Good, 4 oz. IS ibs 60 FRESH FRUITS Turnips, Yellow 5 bunches 
Tongue No. | Sis. 20 | Apples Jonathan, 113s 2 boxes | FROZEN FRUITS 
LAMB Benenes Ripe 10 tbs. _ Grapefruit Juice Con., 32 oz. con 3cons % 
Chops, Loin U.S. Choice, 607. each 15 Ibs Grapefruit Seedless, 70s 1 box | Orange Juice Con., 32 oz. can 6 cons 192 
Chops, Shoulder U.S. Good, Soz. each 13 tbs 49 | Lemons des. Plums Ib. con 1 con 
Leg (8.2.1) U.S. Choice, yearling 25 Ibs. 75 | Oranges bes | Raspberries, Red Ih. con, 5-1 suger} con 
PORK | Strawberries Sliced, 6 Ib. con, 5-1 sugar | con 
| (sticed) 24-26—I Ib. 10 Ibs. | FROZEN VEGETABLES 
abbage Bog 50 Ibs. 
Cabbage, Red 25 Ibs. Asparagus Spears, 2) Ib. pkg. 30 tbs. 180 
‘Boneless. Lean Topped, beg 100 ths. Beans, Green Cuts, 244 Ib. pkg «17% Ibs. 105 
Chops, Lorn Grade A, 4 o7. each 5 tbs. 20 Celery Pascal, 30s | crete Beans, Wax Cuts, 2% Ib. pkg. 15 tbs. 90 
; wom, = | Celery Hearts Bunch 1 doz. Broccoli Stems and buds 
9 Cucumbers 1 doz. tb. pkg. 2% lbs. 15 
VEAL Eggplant 2 only Brussel Sprouts 2% Ib. pkg. 2% Ibs. 15 
Chops, Shoulder U.S. Good, Soz.eoch 7 tbs. 21 | Endive Curly 1 doz. Cauliflower Buds, 2% Ib. pkg 2% Ibs. 15 
Cutlets - U.S. Good, 40z.coch 20 lbs. 80 | jottuce Head, 48s 2 crates Peas, Blackeyed 7% tbs. 15 
= FISH Onions, Dry Yellow, bag 50 tbs. Peas 2% Ib. pkg. 30 Ibs. 180 
a= | Haddock Fillets, skinless Sibs. 20 | Onions, White Bag 10 tbs. Spinach Chopped, 24 Ib. pkg. 30 lbs. 180 
Salmon Red, steaks, 5 oz. each 7 Ibs. 2) | Parsley Bunch 1 doz. Squash, Winter 3 Ib. pkg. 1S Ibs. 90 
Sticks, Fish Sibs. 20 Potatoes, Sweet Hamper 50 Ibs. Vegetables, Mixed Ib. pkg. 2% lbs. 15 
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2nd WEEK MIDWEST SELECTIVE SPRING CYCLE MENU—prepared by Norma D. Christiansen, executive dietitian, Grant Hospital, Chicago 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


breakfast noon night 
Orange Juice Tomato-Okra Soup Blended Vegetable Jue 
or Strained Prunes Chicken Chow Mein on Chinese Noodles (F) or Roast Veal (S) Baked Smoked Butt with Orange Pineapple Sauce (F 
with Lemon Buttered Steamed Rice (S) or Swedish Meat Balls (5) 
Yellow Cornmeal Asparagus Spears (FS) er Buttered Peas Au Gratin Potatoes (FS) 
or Bran Flake Cereal, Jellied Fruit Salad or Mixed Green Salad with French Dressing Julienne Green Beans (FS) or Brussels Sprouts 
Scrambled Eggs Graham Cracker Pudding (FS) or Pears in Syrup Cinnamon Apple Salad er Marinated Cucumbers 
Sweet Roll Angel Food Cake (FS) er Royal Anne Cherries 
Orange Juice Potato Chowder Cream of Green Pea Soup 
> or Pineapple Juice | Corned Beef Hash Patties with Horseradish Sauce (F) Roast Lamb with Mint Jelly (FS) er Baked Beans—Brown Bread 
& Rolled Wheat Cereal er Scrambled Eggs with Bacon Chips (5) Oven-Browned Potato (FS) 
n or Corn Flakes Cloverleaf Roll (FS) Buttered New Beets with Greens (FS) or Broccoli with Hollandaise Sauce 
3 Poached Egg on Toast | Glazed Parsnips (FS) er Escalloped Tomatoes Pear with Grated American Cheese or Assorted Relishes 
Molded Raw Vegetable Salad with Mayonnaise er Peach-Grape Jelly Salad | Blueberry Cobbler (F) er Baked Apple (5) 
Canned Plums Lemon Sherbet (FS) 
Orange Juice Mushroom-Turkey Chowder French Onion Soup 
= or Grapefruit Holf Grilled Beef Pattie (F) er Creamed Sweetbreads on Rusk (S) Curried Veal on Noodles (F) or Baked Mackerel Fillet (5) 
Farina French Fried Potatoes (F) Mashed Potatoes (FS) 
or Ready-to-Eat Buttered Chopped Spinach (FS) er Buttered Squash Parslied Carrots (FS) er Whole Kernel Corn with Pimento 
4 Rice Cereal Sliced Orange Salad with Mayonnaise Dressing er Caesar Salad Stuffed Prunes in Orange Gelatin 
> Scrambled Egg— Apple Pie (F) or Gelatin Cubes with Cream (S) er Sliced Tomato on Endive with French Dressing 
Canadian Bacon | Frozen Peach Sundoe (FS) er Frozen Raspberries 
Orange Juice Pepperpot Soup Cream of Asperagus Soup 
er Fruit Compote Bacon Wrapped Lamb Patty (FS) Corned Beet Brisket with Musterd Seuce (F) or Chinese Omelet (5) 
Oatmeal er Hawaiian Hom Steak with Grilled Pineapple Slice O'Brien Potatoes (FS) 
or Shredded Wheat | Candied Yams (FS) Buttered Diced Rutabagas er Buttered Spinach (FS) 
5 Cereal italian Style Eggplant er Buttered Green Beans (FS) Peach-Cottage Cheese Salad @r Red and Green Slow 
= Fried Egg Tossed Salad with 1000 Island Dressing Ginger Bread with Lemon Sauce (FS) er Ambrosia 
Coffee Cake or Molded Dark Pitted Cherry Salad 
Fresh Fruit Cup with Cookie er Chocolate Chiffon Pudding (FS) 
Orange and Grapefruit Clam Bisque Peach Juice 
Juice or Frozen Soled Plate: Tuna Fish, Macaroni and Kidney Bean Salads Baked Fillet of Sole with Tartar Sauce (FS) 
Strawberries or Meat Loaf with Mushroom Sauce (FS) or Open Face Bacon, Lettuce and Tomato Sandwich 
Malt Meal Cereal Parslied Buttered Potato (S) er Orange-Nut Muffin (F) Curried Rice (F) amd Whipped Potatoes (5) 
or Puffed Wheat Baked Hubbard Squash (FS) or Mixed Vegetables French Fried Cauliflower er Buttered Green Peas (FS) 
Cereal Banana Corn Flake Salad with Cherry Garnish Carrot and Raisin Salad (F) or Jellied Fruit Salad (5) 
Scrambled Egg or Lettuce and Tomato Salad Butterscotch Bavarian Cream (FS) @¢ Pineapple in Syrup 
Peach Shortcake with Whipped Cream (FS) er Boysenberries 
Orange Juice Beef Bouillon Mixed Vegetable Soup 
or Grape Juice Roast Pork Loin (FS) er Grilled Canadian Bacon—Scrambled Eggs Fried Liver with Tomato Sauce (5) 
Farina Au Gratin Potatoes (FS) or Waffles with Small Pork Links—Maple Syrup 
or Bran Flake Sauteed Onions and Peppers or Buttered Asparagus (FS) Oven-Brown Potato (FS) 
5 Cereal Pear Halves in Lime Gelatin or Head Lettuce with Celery Seed Dressing | Southern Corn Pudding @r Buttered Asparagus Tips (FS) 
Poached Egg Apricots in Syrup or Coffee ice Cream (FS) Parslied Cottage Cheese @r Grapefruit and Avocado Salad 
Bacon Lemon Meringue Pie (F) Cinnamon Applesauce (5) 
Orange Juice Minestrone Soup Chicken-Rice Soup 
or Rhubarb with Swiss Steak with Mushroom Sauce (FS) er Delmonico Chicken Sandwich Cold Cuts with Potate Salad (F) er Broiled Lamb Chop |S) 
Pineapple Mashed Sweet Potato (FS) Baked Potato (5) 
Whole Wheat Cereal Broiled Whole Tomato (F) er Buttered Wax Beans (S Harvard Beets (FS) er Succotash 
“ or Sugar Corn Cereal | Spiced Green Pears or Relish Plate Peach Salad-Cottage Cheese @r Lorenzo Salod with Celery Seed Dressing 
Fried Egg—Bacon Cream Puffs (FS) er Vanilla ice Cream Chocolate Sundae (FS) @¢ Nectarines in Syrup 
(F)}—Full Diet (S}-—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meat 
item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings item, Specifications, Amousits & No. of Servings 
— BEEF . POULTRY Radishes Bunch 1 doz. 
Brisket, Corned S. Good 20 Ibs. Fowl (Eviscersted) Grade A, Sib. av. 110 Is. Rutabogas 7 ths. 
Butt, Bottom (B.8.1.) U. 5. Good 35 tbs. 100 PREPARED MEATS | Tomatoes Repacked (5 x 6) 2 lugs (60 Ibs.) 
R | Ground U.S. Good, 5 Ib. pkg. 45 Ibs. Assorted Cold Cuts 15 tbs. 
z Liver Steer, sliced 5 Ibs. 20 FRESH FRUITS 
& | Steak, Swiss U.S. Good, each 20 Ibs. 80 | apples Jonathan, 113s Blueberries Dry, 8 ib. con 2 cons 
Suesthroeds Fresh 7 ths. Pa Ripe 6 only Orange Juice Con., 32 02. con 12 cons 384 
Peaches Sliced, 8 Ib. con, 5-1 sugar | can 
ren Raspberries, Red 8 ib. con, 5-1 suger con 
Chops, Loin U.S. Choice, 6 oz. each 7 Ibs. 21 | Grapefruit Seediess, 70s 1 box Rhubarb 
. can, 5-1 sugar con 
Ground, Shoulder U.S. Good 25 tbs. 100 | Lemons doz. $4 
Leg (B.8.1.) U.S. Choice, yearling 20 tbs. 60 | Oranges 176s box 
PORK PRESH VEGETABLES 
s Bacon, Canadian 10 ths. Cabbage 10 tbs, Asparagus Spears, 24 Ib. pkg. 45 Ibs. 270 
Bacon (Sliced) 24-26—1 Ib. 12 Ibs. Cabbage, Red 10 tbs. - Beans, Green Cuts, 24 Ib. pkg. 1S tbs. 90 
Butts, Smoked Carrots Topped 50 Ibs. Beans, Green Julienne, 24 Ib. pkg. 15 tbs. 90 
= (Boneless) Lean 20 tbs. 60 | Celery Pascal, 30s crate Beans, Wox Cuts, 2% Ib. pkg S ibs. 30 
Ham (Pullman) Ready-to-eat 5 ibs. 20 | Cucumbers 1 doz. Broccoli Stems end buds 
Loin (Boneless) Grade A, 10-12 Ibs. 30 Is. Eggplant 2 only 2% Ib. pkg. 2% tbs. 15 
Sausage Links 12—1 bb. 10 tbs. Lettuce Head, 48s 2 crates Brussel Sprouts 2% Wb. pkg. 2% tbs. 15 
VEAL Onions, Dry Yellow, bag 50 ibs. Cauliflower Buds, 2% Ib. pkg. 274 tbs. 
Leg (8.2.1.) U. S. Good 7 Ibs. Onions, Green Bunch 1 doz. Peas 2% th. pkg. 17% ths. 105 
Shoulder (Boneless) U. S. Good 15 tbs. 60 | Parsley Bunch 1 doz. Spinach Chopped, 2 tb. pkg. 30 Ibs. 180 
= FISH Pepper, Green 1 doz. Squash, Winter 3 Ib. pkg., 25 lbs. 120 
Mackerel Fillets 5 tbs. 20} Potatoes, Sweet Hamper $0 ths. Succotash 2% Ib. pkg. 2% lbs. 915 
Sole Frozen, fillets 15 tbs. 604) Potatoes, White Bag No. | 400 Ibs. Vegetables, Mixed 2/4 Ib. pkg. hls. 15 
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3rd WEEK MIDWEST SELECTIVE SPRING CYCLE MENU—prepared by Norma D. Christiansen, executive dietitian, Grant Hospital, Chicago 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


breakfast noon night 
Orange Jue Cream of Watercress Soup Mongole Soup 
er Apple Juice Broiled Chopped Beef Patty (S) er Spaghetti with Tomato Sauce (F) Roast Veal with Gravy (FS) er Thuringer with Soverkraut 
Wheat Cereal Baked Potato (S) Parslied Buttered Potatoes (FS) 
or Puffed Rice Paprika Cauliflower (F) er Swiss Chard (5) Mashed Rutabages er (reamed Spinach (FS) 
Cereal Chef Salad with Green Goddess Dressing er Pear Salad with Mint Jelly Chopped Lettuce-Celery Seed Dressing er Pineapple-Cottage Cheese Salad 
Fried Egg Old-Fashioned Bread Pudding (FS) er Cinnamon Applesauce Black Walnut Cake with Fudge icing (F) er Sliced Peaches in Syrup ‘5 
Sliced Oranges Corn Chowder Cranberry—Pineapple Juice 
er Pear Nectar Baked Squash Stuffed with Pork Sousage Patty (F) Broiled Chicken (FS) @r Western Omelet 
Whole Wheat Cereal er Broiled Halibut Steaks with Lemon Wedge S. Buttered Noodles (FS) 
or Sugar Frosted Parslied Potatoes |S) Buttered Peas Glazed Carrots (FS) 
Flake Cereal Stewed Eggplent er Buttered Green Beans (FS | Spring Salad @¢ Stuffed Tomato Salad 
s Scrambled Egg—BSacon Cream Cheese with Green Peppers in Lime Gelatin or Stuffed Apricots | Fruited Gelatin with Whipped Cream (FS\ er Vanilla ice Cream 
er French Toast— Steamed Date Pudding with Meringue Topping F 
Maple Syrup or Royal Anne Cherries (S) | 
Orange and Grapefruit Beef Vegetable Soup Cream of Celery Soup 
Shepherd's Mo wih Hamed Tapping (75) or Breaded Vou! Cuties Boked Ham with Orange and Raisin Seuce 
er Tomato juice Whipped Potatoes or Broiled Loin Lamb Chop (S) 
Hominy Grits Sweet Sour Chinese Cabbage @g Buttered Asparagus Spears FS Baked Sweet Potato (FS) 
or Wheat Squores Sweetheart Salad Peach-Cottage Cheese Soloed Brussels Sprouts er Wax Beans with Pimento (FS) 
Poached Egg Jelly Roll (FS) er Canned Fruit Cocktail Spiced Crabapples er Orange Slices with Cherry Garnish 
Bacon | Frozen Raspberries or Cheese Cake (FS) 
Orange Juice Novy Bean Soup Tomato Consomme 
or Stewed Apricots Baked Spareribs with Barbecue Sauce (F) Roast Sirloin of Beef (FS) er Corn Beef Sandwich on Rye Bread 
Whole Wheat Cereal or Souteed Chicken Livers and Mushrooms on Toast 5S. Baked Potato (FS) 
er Corn Flakes Oven Brown Potato Broccoli with Hollandaise Sauce er Buttered Zucchini 
Scrambled Egg—Bacon Buttered Peas (FS) er Baby Green Lima Beans Assorted Relishes er Cottage Cheese with Cherry Garnish 
Flapper Solad er Stuffed Eggs on Lettuce Chocolate Pudding with Cream (FS) er Kadota Figs 
Cupcake with Green icing (F) @¢ Pears in Syrup (S) 
Orange Juke Cream of Tomato Soup Blended Juice 
or Grapefruit juice Scrambled Eggs er Hamburger on Bun (FS. Baked Finnan Haddie $ 
Oat mea! French Fried Potato (F) . or Breaded Pork Tenderloin with Lemon Butter Sauce (F) 
or Pulled Wheat French Cut Green Beans (FS) Parslied Carrots Potatoes Au Gratin (FS) 
Cereal Jellied Cranberry Salad Lettuce Wedge with Garlic Dressing Sraised Celery or Julienne Beets (FS) 
Fried Egg Citrus Fruit Cup er Angel Food Cake (FS) Orange-Date-Pecan Salad with Cream Cheese Dressing @¢ Ribbon Salad 
Blueberry Muffin Grahom Crocker Dessert (FS) er Pineapple Tidbits 
Orange Juice Chicken Gumbo Soup) Soup 
or Prune Juice Stuffed Green Pepper (F) er Breaded Veo! Birds S Turkey Tetrazzini on Noodle Nest (F) er Broiled Liver with Bacon (S) 
Farina Whipped Potatoes (5) Potato Puffs (S) 
or tron Floke Mashed Squash (S) Buttered Whole Kernel Corn French Fried Eggplant Buttered Chopped Spinach 
Cereal with Pear Salad with Ginger Cheese @¢ Sliced Tomato with Lettuce Jellied Grapefruit Segments on Lettuce 
Raisins Pie Whole Peeled Apricots or Chopped Endive, Lettuce and Escarole with French Dressing 
Scrambled Egg Peach Blancmange FS er Frozen Raspberries 
Orange Juice Tomato Juice Cream of Mushroom Soup 
er Frozen Roast Pork Loin with Applesauce (FS) er Broiled Minute Steak Asparagus Spears on Toast with Grilled Becon Slices and Cheese Sauce (F) 
Blueberries Sweet Potatoes (FS) | er Cold Sliced Turkey on Lettuce ‘S) 
Rice Farina Buttered Mixed Vegetables (FS) er Stewed Tomatoes Baked Potato (5) 
er Ready to tat Grapefruit-Avocado Saled @¢ Block Cherry Mold | Glazed Carrots (FS) er Harvard Beets 
Wheat Flake Cereal Brownie (F) er Bananas in Cream |S) Deluxe Seled Bow! or Spiced Fruit 
Scrambled Egg Frozen Plums er Reiabow Gelatin Cubes with Cream (FS) 
(F}-—Ful! Diet (S}—Soft Diet (FS)}—Ful! and Soft Diet Breod, butter ond choice of ore to be included with meol. 
Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
— BEEF Livers, Chicken tb. pkg. ‘ibs. 20 Squash, Lucchini 5 tbs. 
3 Brisket, Corned U. 5. Good 7 tbs. FRESH FRUITS Swiss Chard 10 Ibs. 
Ground Beet U.S. Good, 5 Ib. pkg. 45 Ibs. Apples Jonathan, 113s 1 box Tomatoes Repacked (5 x 6) 2 lugs 
R | liver Steer, sliced 5 tbs. Avecede . Ripe 2 only | FROZEN FRUITS 
Roast, Sirloin Choice 20 Ibs. 60 Bananas Ripe 10 tbs. Blueberries Ib. con, 5-1 suger 1 con 
Steaks, Cubed U.S. Choice, 4 oz.eoch 10 bs, 40 | Grapefruit Seediess, 70s crate Orange June Con., 32 02. con 12 cons 384 
Stew U. 5. Good 16 Ibs. Lemons 1 doz. Peaches Sliced, 8 Ib. can, 
LAMB Oranges 176s 1 box 5-1 sugar 1 con 
Chops, Loin U.S. Choice, 6 oz. each 12 Ibs. FRESH VEGETABLES Plums 8 ib. con, 5-1 suger con 
PORK Cabbage Bag 10 Ibs. Raspberries, Red 8 ib. con, 5-1 suger 
Bocon (Sliced) 24-26—1 bb. 12 tbs. Cabbage, Chinese 3 heads FROZEN VEGETABLES 
Ham (Pullman Ready-to-eat 15 tbs. 60 | Carrots Topped bag 50 tbs. Asparagus Spears, 24 Ib. pkg. 25 Ibs. 150 
S | Loin (Boneless) Grade A, 10-12 tbs. 30 Ibs. Celery Pascal, 30s 1 crate Beans, Green Cuts, 2% Ib. pkg. . 1Sibs 98 
Sausage (Bulk) Lean 25 ths. 100 | Cucumbers 1 doz Beans, Green Julienne, 2% tb. pkg. 15 ibs 90 
z Spareribs Grade A, 3-1 tb. 75 tbs. 100 | Eggplant 4 only Beans, Lima Small, green, 
Thuringer 5 ths. Endive Curly 4 heads 2% Ib. pkg. 2% Ibs. 15 
Tenderloin 1S ibs. | Escarole 4 heads Beans, Wax Cuts, 2% Ib. pkg. 10 ibs. 68 
VEAL lettuce Head, 48s 2 crates Broccoli Stems and buds 
; Cutlets U.S. Good, 4 oz. each 10 Ibs 40 Onions, Dry Yellow, bog 50 tb. bag 2% Ib. pkg. 10 lbs. 60 
Leg (B.28.7.) U.S. Good 27 Ibs. Onions, Green Bunch doz. Brussels Sprouts 2% tb. pkg. 2% tbs. 15 
FISH Parsley Bunch 1 doz. Cauliflower Buds, 244 ib, pkg. Sits. 9 
H Haddock Fillets, skinless 5 ibs. 20 | Peppers, Green 10 only Collards 2% tb. pkg. 2% lbs. 15 
Halibut Steaks, 5 oz. each Ibs. Potatoes, Sweet Hamper 50 Ibs. Peas 2% Ib. pkg. 17% lbs. 105 
5 POULTRY Potatoes, White Bag No. | 300 Ibs. Spinach Chopped, 2% Ib. pkg. 20 Ibs. 120 
Turkeys (Evisce: ated) Grade A, 20-24 tb. av. 60 Ibs. Radishes Bunch 1 doz Squash, Winter 1 Ib. pkg. 5 ibs. 20 
Fryers (Eviscerated) Grade A, 24 tb. av. 40 Ibs. Rutabagas 7 Ibs. Vegetables, Mixed Ib. pkg. 90 
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Funds for Defense or Health? 


Nothing firm can be said about federal health pro- 
grams as Congress convenes this month. Budget fig- 
ures for old and familiar programs like Hill-Burton 
are not now available but no new approach to hos- 
pital or national health care needs is expected from 
the administration in the opening days. 

Administration and congressional leaders are asking 
this question: can our national economy with a $430 
billion annual output afford to increase defense ex- 
penditures as well as nondefense outlay? Hospitals 
will be directly affected by answers given to this 
question. 

Suggestions have been heard that the Hill-Burton 
program may be cut back drastically. 

President Eisenhower, in his Oklahoma speech, set 
this challenge when he said that “the savings of the 
kind we need can come about only through cutting 
out or deferring entire categories of activities.” 

Other voices have been raised in objection to do- 
mestic budget paring for increased defense programs. 

Sen. Hubert H. Humphrey (D-Minn.) has taken 
exception to the President’s approach of financing in- 
creased defense expenditures at the expense of 
domestic programs. 

The senator said that in our rush for military and 
scientific strength such nondefense items as educa- 
tion, health, conservation and public services must 
not be bypassed. His warning, supported by other 
congressional leaders, was that military and missile 
programs must not be at the expense of the total 
well-being of the American economy and that both 
health needs and defense needs must be met. In his 
opinion, federal domestic spending cannot be cut 
substantially without damaging public services and 
social welfare programs which, he said, already are 
neglected. 

Last year, three federal agencies were the major 
sources of federal health expenditures. These agencies 
were the Veterans Administration, the Department 
of Health, Education, and Welfare, and the Depart- 
ment of Defense. 

The total appropriations for health programs under 
their administration was set at more than $2.4 billion. 
Total federal health funds voted last year have been 
estimated at a little more than $2.5 billion. Any 
significant savings for defense expenditures must 
come from these three agencies. 

Observers say that both defense and domestic needs 
for next year cannot be met within the $275 million 
federal debt limit. 

Sen. Jacob K. Javits (R-N.Y.) believes the national 
debt limit must be raised because there is “. . . very 
little margin for unexpected contingencies, including 
a rapid increase in expenditures for defense.” 


in an address on Dec. 13, Rep. John E. Fogarty 
(D-R.I.) said that Department of Health, Education, 
and Welfare Secretary Marion B. Folsom had fought 
hard for his health programs in the face of Budget 
Bureau efforts to cut back. 

Rep. Fogarty gave his support to increased health 
aid to the aged. He emphasized the need for improve- 
ments in the social security programs and suggested 
that congressional thinking may swing in favor of 
them if unemployment continues to increase. 

Specifically Rep. Fogarty as':ed for increased monthly 
social security benefits, reduction in the retirement 
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age to 60 for both men and women, and an expansion 
of the benefit program for disabled persons. 

“This country can well afford these services as well 
as a missile program,” Rep. Fogarty said in pledging 
himself to do his share in preventing any congres- 
sional cutbacks in essential health and welfare serv- 
ices. “The real needs of the people must be met,” he 
said, “and where we need improvements we must 
fight for them.” 

Lest session, national attention was focused on 
budget cutting. This session, an election year, federal 
spending will be more than an economic issue. 

it will be difficult to cut the budget substantially 
in the health area, yet efforts will be made, and made 
in the health field on the basis that a million dollars 
saved is a million dollars applied to a missile launch- 
ing. 


58 Service Bureau Program 


AHA's program for this congressional session is an 
extensive one. These are some of the areas where 
the Washington Service Bureau will be most active 
during the next 10 months: 

“MEDICARE” PROGRAM—Special congressional hear- 
ings on all aspects of the “medicare” program will be 
held during the early part of the year. AHA is pre- 
paring testimony which will inform Congress of the 
vital role played by community hospitals in this 
major government health program. 
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HEALTH CARE OF THE AGED——-House and Senate hear- 
ings on proposals to provide medical and health care 
for the aged are expected to take place during the 
session. AHA will be prepared to present the hospital 
point of view on specific bills, including the Forand 
proposal (H.R. 9467). 

HILL-BURTON AMENDMENTS—-AHA will present the 
Hill-Burton recommendations as approved by the 
Board of Trustees and House of Delegates at the last 
annual convention. Testimony and legislation will be 
prepared looking forward to the establishment of a 
new category within Hill-Burton for modernization 
and renovation of existing hospitals. 

Also, it will propose that Hill-Burton be extended for 
five years. In addition, legislation must be developed 
for a new program of low-interest loans for hospitals. 
AHA will be prepared to oppose legislation seeking 
to amend Hill-Burton to broaden its categories to in- 
clude sponsorship of diagnostic and treatment facili- 
ties by organizations other than hospitals. Such 
amendments are pending in Congress. AHA will pro- 
ceed with the development of a questionnaire relating 
to the broad aspects of the Hill-Burton program in- 
cluding regional and local attitudes toward low- 
interest loans and the problem of hospital renovation 
and modernization. The questionnaire will provide 
guidance for AHA in the coming session of Congress. 

NURSING LEGISLATION—-AHA will carry out a work 
program to prepare legislation for government aid 
to nursing education. 

FEDERAL EMPLOYEES’ HEALTH INSURANCE—AHA wil! sup- 
port federal employees’ health legislation on prin- 
ciples incorporated in the Holifield bill, H.R. 7034, 
details of Which have been sent to all membership in 
a special bulletin. 

PUBLIC ASSISTANCE—-An educational effort must be 
made to explain the complex problem of the public 
assistance amendments under the Social Security Act 
to all state hospital associations. The Association will 
ask the federal government to increase its share of 
funds for medical care under the public assistance 
categories. 

STUDENT NURSE AND INTERN HOUSING-.AHA will seek 
to have the college housing. program amended to 
raise the authorization for student nurse and intern 
housing to a level where it reflects actual demon- 
strated need. That need may well be above $150 mil- 
lion, the amount asked for by AHA in initiating the 
program last year. Congress voted $25 million and 
this was cut to $22.9 million by administrative alloca- 
tion. 


Practical Nurse Training Slows 


The steady rise in admissions to practical nurse 
training programs over the past decade has appar- 
ently leveled off throughout the country. 

The U.S. Office of Education maintains that positive 
forces now in effect may bring new increases in en- 
rollments. New federally-supported training pro- 
grams are among the factors that may help overcome 
the apparent leveling-off trend. 

USOE reports that total admissions to practical nurse 
training programs showed a slight drop from Sept. 1, 
1955, to Aug. 31, 1956. This contrasts sharply with 
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the accelerated rise in admissions from 1948 to 1955 
when there was an average annual increase in en- 
rollments of approximately 30 per cent. 

From September 1955 to August 1956 admissions 
totaled 15,356 and graduations 10,641. This is a dip 
from the 15,440 admissions in the corresponding 1954- 
55 period, when there were. 9694 graduates. 

USOE pointed out that the leveling-off in admissions 
was apparently a nation-wide trend. Program reports 
from each section of the country reflect it. 

Among the positive forces that could again produce 
increased admissions is the new federally-supported 
practical nurse program. 

Using $2 million in federal money, the first year of 
the new program saw an enrollment of 7700 persons. 
Half of the enrollments under the new program, how- 
ever, represent persons already licensed as practical 
nurses who are taking additional courses. 

The new program is operating under a $4 million 
federal appropriation for fiscal 1958. 

USOE also takes encouragemient from the fact that 
there is a growing number of persons in the age 
groups eligible for practical nurse training. However, 
more powerful competition from nonnursing fields of 
employment, USOE stated, is at least in part respon- 
sible for the slowdown in nursing school admissions. 
The Department of Labor estimates that women ac- 
counted for half of the increase in the labor force 
in 1955-56. Demand was greatest for professional, 
technical, clerical, and sales personnel. 

Training of practical nurses also continued to be held 
back by the shortage of professional nurses required 
to supervise the programs, according to USOE. In 
some areas, there is a shortage of hospital facilities 
needed in practical nurse training. 


New Revenue Ruling 


Physicions engaged in graduate studies involving 
their work in hospitals and clinics are affected by a 


“recent ruling of Internal Revenue Service. 


The ruling had been requested in behalf of doctors 
holding grants and cost-of-living’ allowances from 
Mayo Foundation and Mayo Properties Association. 
It was held by IRS that these sums are excludable 
from gross.income of fellowship hoiders. 

“These students attend lectures and staff meetings 
and participate in seminar programs,” the ruling 
stated in part. “They perform given medica] tasks 
under direct and personal guidance of/staff doctors, 
conduct examinations of patients and draw conclu- 
sions as to diagnosis and indicated therapy.” 

“However, these conclusions are not made known 
to the patients, neither do they constitute a basis for 
treatment of the patient. The examination of the pa- 
tient is reviewed and repeated by the instructing 
physician on the diagnostic floor who works in close 
supervision of the students and advises them of the 
conditions and proper conclusions which the stu- 
dents may have overlooked.” 

Since the Mayo fellows are not charged with re- 
sponsibility for patients and replace no personnel 
which would be employed on a salary basis, the com- 
pensation which they receive is not earned income 
and so is excludable for tax purposes. 
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NEWS 


REVIEW 


Events basic to the future of the hospital field took place during the 


year just ended. 


‘| Several local Blue Cross Plans sought subscriber rate increases to 
make up at least in part for the rising costs of taking care of sick people 
(medical care was the fastest rising item in the federal government’s 


survey of consumer costs). 

{| Congress passed and the Presi- 
dent signed into law a measure 
permitting hospitals to get low- 
interest federal loans for construc- 
tion of intern and student nurse 
housing. 

{The American Hospital Asso- 
ciation House of Delegates, meeting 
in unprecedented special sessions, 
voted to: 

A Approve construction of a 
12-story Association headquarters 
building. 

A Approve a special four-year 
dues assessment on the member- 
ship. 

A Disapprove a nation-wide 
fund-raising campaign among in- 
dustries and foundations. 

{ Hospitals and other health 
agencies mobilized to combat the 
threat of an Asian influenza epi- 
demic. 

{ In a flurry of yearend activity, 
Congress and the hospital and 
health field took special notice of 
the programs for medical care for 
the aged and, more specifically, the 
Forand bill introduced in the na- 
tional legislature. 


: Following in greater detail is 
| what happened in 1957. The 
oe months indicate the issues of Hos- 

4 PITALS, JOURNAL OF THE AMERICAN 
HOSPITAL ASSOCIATION, in which 
ee stories on these subjects appeared. 
JANUARY 
a @ Secretary of Health, Educa- 
a tion, and Welfare Marion B. Fol- 
- som outlined the administration’s 
4G proposals for new and/or ex- 
od panded programs in the fields of 

5 construction of research labora- 
a tories, problems of older people, 
tag and vocational rehabilitation. 

“ A budget of $2.6 billion was con- 
templated by the Eisenhower ad- 
ministration. 


: % 


@® Dr. Julian P. Price was elected 
chairman of the Joint Commission 
on Accreditation of Hospitals. 


DR. PRICE 


SEC. FOLSOM 


@® Dr.. Albert W. Snoke, then 
president of the American Hospi- 
tal Association, outlined the prin- 
ciples which AHA is following in 
supporting legislation dealing with 
prepaid health benefits for federal 
employees and their dependents. 
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1. A basic plan covering the cost 
of illness which requires hospi- 
talization. The government as the 
employer should make a contribu- 
tion toward such basic coverage 
and the program should be handled 
on a payroll deduction basis. 

2. Full cost of hospital care, 
should be provided for in the legis- 
lation. 

3. Both service plans and com- 
mercial insurance~ companies 
should be given an opportunity to 


participate in writing the basic 
benefits under this program. 

4. Major medical benefits, in 
addition to basic coverage, should 
be available to federal employees 
who want them. 


FEBRUARY 


@In the President’s budget 
message to Congress on Jan. 16 he 
proposed that more than $3 billion 
be allocated to HEW programs; 
this was a 23 per cent increase over 
the amount sought in the fscal 
1957 budget. 

@ After analyzing the results of 
a General Accounting Office study, 
GAO reported that “. . . a payroll 
deduction plan [for basic medical 
protection for federal employees | 
would be feasible.” 

@® The American Hospital As- 
sociation’s Midyear Conference of 
Presidents and Secretaries, Feb. 
4-5, discussed eight topics: 

1. Administrative operation of 
hospitals. 

2. Relations with regional, state, 
and local hospital associations. 

3. Relationships of hospital as- 
sociations with Blue Cross. 

4. Hospital care for federal em- 
ployees. 

5. Program for directors of hos- 
pital volunteers. 

6. The hospital as a center for 
health services. 

7. Relationships of hospitals to 
all types of prepaid hospitalization 
insurance plans. 

8. Nursing problems. 

@ A government-financed insur- 
ance plan for basic hospital service 
in Ontario, Canada, was proposed 
in a bill introduced in the provin- 
cial legislature there. 

® Gordon Gray was named di- 
rector of the Office of Defense 
Mobilization. ; 

@® Announcement was made of a 
special meeting of AHA’s House of 
Delegates on March 16 to consider 
the “organization of a formal cam- 
paign to raise a substantial sum 
through voluntary contributions to 
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be received from member hospitals 
and/or others .. .” 


MARCH 


@®The American Society of 
X-ray Technicians “rejected un- 
ionization as being opposed to the 
ideas and best interest of techni- 
cians and against the best interest 
of the patients with whom we 
work.” The organization made its 
stand known in its official journal. 

@ The social security system re- 
ported that at least half the 
states would be ready to take ad- 
vantage of the July 1 opening. of 
a new program offering federal 
funds for medical care of public 
assistance recipients on a vendor 
payment basis. 

® Private nonprofit corporations 
were made eligible by Congress to 
borrow federal funds for the con- 
struction of housing facilities and 
nursing homes for the aged. 

@® Missouri Gov. James T. Blair 
Jr. termed his state’s nursing home 
. inspection law “completely inade- 
quate” after a $250,000 fire at the 
Katie Jane Old Folks Home, War- 
renton, Mo., took the lives of 71 
residents and injured 27 others. 

@® Harvey V. Higley, speaking 
for the Veterans Administration in 
House hearings on VA hospital 
programs, asked that Congress set 
up policies for VA care of veterans 
with nonservice-connected disabil- 
ities. Unanswered primary question 
is, Mr. Higley said, “should we 
build beds especially for [patients 
with] nonservice-connected disa- 
bilities?” 

AHA and the American Medical 
Association stated their opposition 
to alleged abuses of privileges by 
veterans requesting hospitalization 
for nonservice-connected disabili- 
ties. 

@A bill was introduced in the 
Idaho legislature, under the aus- 
pices of the Idaho State Medical 
Association, to permit the State 
Board of Medicine to rule on the 
ethics of hospital-physician agree- 
ments. 


APRIL 


@® The AHA proposed that an 
amendment to the Federal Hous- 
ing Act of 1950 be adopted to per- 
mit hospitals to qualify for federal 
monetary aid in constructing hous- 
ing for student nurses and medi- 
cal interns. 
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® Legislatures in Idaho, Indiana, 
and North Dakota defeated pro- 
posed legislation which would have 
permitted the states to regulate 
hospital-physician relations. 

® Decisions of AHA’s House of 
Delegates which met March 16 
were that: 

A The House meet again in spe- 
cial session to vote on a bylaw 
amendment which would have per- 
mitted a restricted annual assess- 
ment on all AHA members for a 
period of four years. 

A Favor be shown toward ap- 
proval of a Board of Trustees rec- 
ommendation that the Association’s 
headquarters building be con- 
structed to a height of 17 stories. 

A There be a $4,726,000 fund- 
raising campaign among private 
industry, foundations, and other 
potential donors. 

® The final $98,315,300 payment 
to hospitals from the Ford Foun- 
dation’s $200 million program to 
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improve and extend community 
hospital services was made in 
mid-March. 

® In Pennsylvania a bill was in- 
troduced to provide group hospi- 
talization benefits for state em- 
ployees, financed by the state and 
the employees through a payroll 
deduction plan. 

@® Dr. Carl W. Walter told a 
sectional meeting of the American 
College of Surgeons that “Spoor 
Sanitary | conditions exist in 90 per 
cent of the civilian hospitals in the 
United States and many, many of 
the veterans hospitals.”’ Dr. Walter 
is associate clinical professor of 
surgery at Harvard Medical School 
and surgeon at Peter Bent Brig- 
ham Hospital, Boston. 

® Enrollment of new members, 
negotiations with the federal gov- 
ernment for federal employee in- 
surance, administration of the 


“medicare” program, national ad- 
vertising and public relations ac- 


tivities, and market research were 
outlined as the general operational 
areas of the Blue Cross Associa- 
tion, These functions were con- 
tained in a statement issued at the 
Annual Conference of Blue Cross 
Plans in San Francisco in which 
the functions of BCA and the Blue 
Cross Commission were delineated. 

@ Generalists are making prog- 
ress in being accorded hospital 
privileges, Dr. John S. DeTar, 
former president of the American 
Academy of General Practice, told 
the annual convention of AAGP. 

@® Tornadoes put Dallas, Texas, 
hospitals on an emergency basis. 
Hospitals in several midwestern 
states were also operating on an 
emergency alert as blizzards struck 
their communities at approximately 
the same time. 


MAY 


@ Rep. John Lesinski (D-Mich.), 
Rep. James H. Morris (D-La.), and 
Rep. Chet Holi- 
field (D-Calif.) 
introduced sep- 
arate bills to 
provide health 
and medical 
services for fed- 
eral employees. 
The Holifield 
measure was 
strongly sup- 
ported by AHA, 
Blue Cross, and 
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Blue Shield. 

@ Government-sponsored pre- 
paid hospital care insurance was 
approved by the provincial legis- 
lature of Ontario, Canada. 

@ The 1956 Hospital Safety Con- 
test grand award winner was the 
Veterans Administration Hospital 
in Brockton, Mass. 

@® The National League for Nurs- 
ing reported that fewer new nurs- 
ing students enrolled in profes- 
sional schools in 1956 than in 1955. 

@iIn Detroit, the Community 
Health Association, a group headed 
by Walter P. Reuther, president of 
the United Automobile Workers, 
announced its programs and poli- 
cies of “comprehensive prepaid 
health service.” 

@ The states estimated that their 
total projected needs for new hos- 
pital construction under the Hill- 
Burton program for fiscal 1958 and 
1959 totaled approximately $2.1 
billion. 
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@ What constitutes good phar- 
maceutical service for hospital pa- 
tients? This is the question which 
‘the American Society of Hospital 
Pharmacists announced that it was 
going to investigate. 

@ The Department of Comme 
reported that the 48 state govefn- 
ments spent approximately 6 
billion on health and hospitalshin 
1956. 

@ At its biennial convention, the 
National League for Nursing’s 
Board of Directors voted to form 
its fourth coucil—the Council on 
Practical Nursing. 

@® In 1956, Blue Cross stated in 
its annual report, Plan members 
received more than $1 billion worth 
of hospital care. 


® Meeting in special session in 
Chicago on May 18, AHA’s House 
of Delegates approved construction 
of a 12-story headquarters build- 
ing for the Association. The House 
also voted to: 

A Approve a temporary increase 
in dues to finance this program. 

A Defer action on a proposed 
national fund-raising campaign for 
$4.7 million and called for further 
study of this proposal and a report 
to the House in September. 

Carraway Methodist Hospital, 
Birmingham, Ala., became the first 
hospital in the country to send in 
its temporary dues assessment. 

congressional committee 
recommended that the “free 
choice” provision in the “medicare”’ 
program, whereby dependents are 
permitted to use either military or 
civilian hospitals, be revised so 
that they may use civilian hospi- 


tals only when the military facili- 
ties are inadequate for care of such 
dependents. 

@ The great- 
est single prob- 
lem in financing 
hospital care, 
said Ray E. 
Brown, is the 
prepayment of 
health care for 
the aged. Mr. 
Brown spoke 
before the an- 
nual convention 
of the Middle 
Atlantic Hospital Assembly. 

@® AHA sponsored a discussion 
on the problem of staphylococcal 
and other cross infections in the 
hospital. Factors involved in keep? 
ing the hospital as aseptic as pos- 
sible were discussed. 

® Ten short Principles of Medi- 
cal Ethics were adopted by the 
American Medical Association at 
its annual convention. Appeals for 
spelled-out prohibitions of the 
“practice of medicine by corpora- 
tions and other lay bodies by what- 
ever name called” were rejected. 
Dr. Gunnar Gundersen was named 
president-elect of the association. 

@ A hospital accreditation pro- 
gram to be governed by Canadians 
was approved by delegates to the 
14th biennial convention of the 
Canadian Hospital Association. 
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JULY 


@ An appropriation of more than 
$2.8 billion for the Department of 
Health, Education, and Welfare was 
approved by the Senate. 

@ AHA announced its opposition 
to the House Appropriations Com- 


| Flood + Patients = Evacuation 


IN JULY 1957, Ingalls Memorial Hospital, Harvey, Ill., was forced to evacuate approximately 


140 patients and close for 10 days following a record-setting rainstorm. Twenty-eight 
other Chicago-area hospitals reported water damage estimated at approximately $3 million. 
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mittee report that the “free choice” 
provisions of the “medicare” pro- 
gram be eliminated. Stated AHA: 
“elimination of ‘free choice’ would 
wreck the program.”’ 

@ In New York, the state’s high- 
est court ruled that hospitals are 


liable for the negligence of their 


employees, thus eliminating the 
limited immunity previously ac- 
corded voluntary hospitals there. 
® Illinois’ hospital association 
suggested to its state legislature 
that the legislature grant a sub- 
sidy of $300 per student nurse per 
year to all voluntary Illinois hos- 
pitals operating schools of nursing. 

@® In New York, the state’s hos- 
pital association recommended that 
a National Commission on Nursing 
Service and Education be estab- 
lished to “study the problems cre- 
ated by the nursing shortage.” 

® Congress gave its approval to 
a bill providing $25 million for 
low cost loans to nonprofit hospi- 
tals for student nurse and intern 
housing construction. AHA had 
proposed that $150 million be ap- 
propriated for this program. 

°@ An appropriation of $2.5 bil- 

lion for HEW for fiscal 1958 was 
agreed upon by a Senate-House 
conference. This was $12.5 million 
more than Congress gave HEW in 
fiscal 1957. The appropriations 
measure was sent to the .White 
House for presidential approval. 

® Proposals for group health in- 
surance coverage of federal civilian 
employees were announced by -the 
government. Under its proposal 
one-third of the plan’s cost would 
be paid by the government. 

@ Room rates in U. S. general 
hospitals were up 6 per cent over 
the charges made in 1956, accord- 
ing to an AHA survey. Results were 
based on 2835 completed replies. 

@® Hospitals in the Louisiana- 
Texas Gulf of Mexico area operated 
under emergency conditions. after 
a hurricane struck there injuring 
more than 1000 persons. 


AUGUST 


® President Eisenhower gave his 
approval to the federal legislation 
providing $25 million in loans to 
nonprofit hospitals for housing for 
student nurses and interns. 

® Dr. Dean F. Smiley was ap- 
pointed director of the Educational 
Council for Foreign Medical Grad- 
uates. 
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Eggs & Flu 
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HEN EGGS play a leading part in the production of anti-Asian infilvenza vaccine used to 
inoculate millions of Americans against the disease. The eggs, providing a natural medium 
for growing Asian infivenza virus, are pierced by a dentist's drill. The fluid from the 
eggs is carefully drawn off into a sterile bottle after the virus has been grown inside the 
shell. When it has been refined and the virus killed, the fluid is safe for human use. 
In the final process, the vaccine is placed in vials and sealed and packaged. 


@ Dr. F. J. L. Blasingame was 
appointed American Medical As- 
sociation general manager by the 
association’s board of trustees. Dr. 
Blasingame, a private practitioner 
in Wharton, Tex., assumed office 
Jan. 1, 1958. 

® Dr. George F. Lull, secretary- 
general of the AMA for 11 years, 


PRES. EISENHOWER DR. LULL 


was elevated to the newly created 
post of assistant to the AMA presi- 
dent. Dr. Lull continued to serve 
as secretary, an elective office. 

® Michigan’s insurance commis- 
sion gave its approval for an over- 
all average increase of 12 per cent 
in combined Blue Cross-Blue 
Shield rates. 

@® An increase of % per cent in 
the interest rate on federal loans 
for college housing was made. The 
new rate applies to loans for con- 
struction of housing for student 
nurses and interns. 

® AHA notified the Senate that 
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it- favored the bill permitting the 
pooling of community funds, Hill- 
Burton funds, and Public Health 
Service Indian funds for construc- 
tion of hospitals to be used by 
Indian and non-Indian populations. 


® “Medicare” was allocated $63.5 
million for fiscal 1958. 

® Dr. Edwin L. Crosby sent let- 
ters to all AHA member hospitals 
in which he outlined several rec- 
ommendations on the procedures 
which hospitals should follow in 
preparing for the Asian influenza 
epidemic predicted by the Public 
Health Service. 

@®In Washington President 
Eisenhower asked Congress for 
$500,000 to prepare for the antici- 
pated epidemic and for authority 
to use an additional $2 million in 
PHS funds to fight the epidemic 
once it got started. 

® “The United States is suffering 
from a shortage of qualified health 
personnel so acute that in some 
health occupations the need for 
additional personnel is actually 
greater than the total already in 
the field.”” So stated the National 
Health Council in a report on a 
survey it conducted on the subject. 


OCTOBER 


® Federal statistics disclosed that 
the price index for medical care in 


June was 137.9 (1947-49 equals 
100). The index for all commodi- 
ties then was approximately 118. 
In 1955, the medical care index 
was 128. 

@® The 59th annual convention of 
the American Hospital Association 
took place in Atlantic City, N.J. 

A The Ford Foundation gave 


$825,000 to the Hospital Research. 


and Educational Trust to help AHA 
conduct a five-year counseling pro- 
gram. 

A The House adopted as official 
Association policy a guide to the 
standing Committee on Nomina- 
tions of the American Hospital As- 
sociation submitted by the com- 
mittee. 

A Ray Amberg, director of the 
University of Minnesota Hospitals, 
Minneapolis, was named president- 
elect by the Association. 

A John H. Hayes received AHA’s 
1957 Distinguished Service Award 
and Rep. John E. Fogarty (D-R.I.) 
was the recipient of an honorary 
membership in the Association. 

@A revised code of ethics for 
hospitals and hospital administra- 
tors was released by the American 
Hospital Association and the Amer- 
ican College of Hospital Adminis- 
trators. 

@ Some 11,895 intern positions 
were offered by 852 hospitals dur- 


MR. AMBERG MR. HAYES 


ing the intern year beginning July 
1, 1956, the American Medical As- 
sociation reported. AMA found, in 
its study of residencies, that 1199 
approved hospitals had made 28,528 
residencies available, as of Sept. 1, 
1956. 


NOVEMBER 


@ An increase of one-third in 
the number of students enrolled in 
federally-supported practical nurse 
training courses across the country 
was reported by the U. S. Office of 
Education. 

@ One-third of all hospital labo- 
ratory benches are either empty 
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or are occupied by inadequately 
trained technicians. This statement 
was made by Dr. William O. Rus- 
sell, chairman of the National 
Committee for Careers in Medical 
Technology, at the joint annual 
meeting of the American Society of 
Clinical Pathologists and the Col- 
lege of American Pathologists. 

@ Dr. Leroy E. Burney, PHS 
surgeon general, announced at the 
annual convention of the Ameri- 
can Nursing Home Association that 
the first national conference de- 
voted exclusively to nursing homes 
and homes for the aged would be 
held Feb. 25-28, 1958. 

® Projections from an AHA-PHS 


DR. BURNEY MR. GRONER 


survey show, reported Frank S. 
Groner, that 48 per cent of all 
existing U. S. hospitals need some 
form of modernization and that 
this work would cost an estimated 
$1 billion. Mr. Groner, administra- 
tor of Baptist Memorial Hospital, 
Memphis, Tenn., was a member of 
the AHA group working on the 
survey. 

@ A report was presented at the 
American College of Surgeons 
Clinical Congress that antibiotic- 
resistant staphylococci are being 
spread through hospitals by per- 
son-to-person contact rather than 
through the air. 

® Jay W. Monteith was named 
Minister of National Health for 
Canada. 

@ President Eisenhower, in a 
major address before a meeting of 
the National Fund for Medical 


Education, urged that there be in- 


creased emphasis on private financ- 
ing of U. S. medical schools and 
that there be a de-emphasis on 
requests for federal participation 
in such programs. 

® Construction on the new AHA 
headquarters building in Chicago, 
temporarily discontinued follow- 
ing the special meetings of the 
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House of Delegates, was resumed. 
Steelwork quickly reached the 
seventh floor level. 

® The American College of Hos- 
pital Administrators announced 
that it is presenting its First Con- 
gress on Administration Feb. 9-11, 
1958, in Chicago in commemora- 
tion of the college’s 25th anni- 
versary. AHA contributed $5000 
toward financing the commemora- 
tive program. 

@ The Blue Cross Plans in New 
York City, Philadelphia, and Pitts- 
burgh announced that they have 
applied to their respective state 
commissioners of insurance for 
rate increases averaging 40 per 
cent. 

@ The United Mine Workers 
Welfare and Retirement Fund 
dropped 11 of 28 participating hos- 
pitals in Pennsylvania from its 
rolls of those institutions eligible 
to receive UMW funds for care of 
fund beneficiaries. 

@® The Joint Blood Council re- 
ported that 5.1 million pints of 
blood were collected in 1956 by 
United States and territorial blood 
procurement agencies and that ap- 
proximately 4.6 million transfu- 
sions were given to some 2 million 
patients during that period. 


@ Although the federal health 
program for the next fiscal year 
is still being discussed in private 
at the Bureau of the Budget and 
the administrative agencies con- 
cerned, government officials have 
cautioned against hopes for new 
or expanded major health legisla- 
tion. The President, Secretary Fol- 
som, Surgeon General Burney, and 


REP. FORAND 


MR. MONTEITH 


HEW Undersecretary John A. Per- 
kins have all spoken of govern- 
ment spending curbs. 

@ Of 62 hospitals replying to a 
limited American Hospital Associ- 
ation survey, 39 reported that their 


admission rates had not been af- 
fected by the disease. 

@ Specially trained nurse-mid- 
wives will deliver babies in hospi- 
tals of the future and obstetricians 
will concern themselves with prob- 
lems relating to prenatal and post- 
natal care. This prediction was 
made by Dr. John Whitridge Jr., 
Maryland State Department of 
Health, at the 85th annual con- 
vention of the American Public 
Health Association. 

@ Primary topic of a_ special 
meeting of a congressional Sub- 
committee on Fiscal Policy of the 
Joint Economic Committee: medi- 
cal care for the aged. 

—Three congressmen threw their 
weight behind a suggestion that 
social security benefits be increased 
by 10 per cent in order to provide 
medical and hospital care for re- 
tired people. 

—Some 3000 retired persons will 
be asked to answer questions re- 
lating to problems of the aged. 

—The Board of Trustees of the 
American Hospital Association an- 
nounced its opposition to a legis- 
lative measure (H.R. 9467) intro- 
duced in Congress by Rep. Aime J. 
Forand (D-R.I.) which would pro- 
vide medical care for aged persons 
through the Social Security Ad- 
ministration framework. 

—The House of Delegates of the 
American Medical Association 
heard denunciations of the Forand 
bill and voted its opposition to it. 

® Hearings were held in New 
York City on the request of the 
Blue Cross Pian there to raise its 
subscriber rates. 

® Nurses and hospitals in Wash- 
ington State agreed on the basic 
principles to guide them in future 
wage negotiations. 

® Hospitals in Birmingham, Ala., 
operated under emergency condi- 
tions as a tornado swept through 
the city killing one and injuring 40. 


Introducing the authors 
(Continued from page 12) 


nation if the past 30 years? 

2. What are the strengths and 
weaknesses of medicine and of the 
health of our people? 

3. What changes in medicine— 
both good and bad—can be ex- 
pected in the next 30 years? 

Their answers to these questions 
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form the basis for Dr. Price’s arti- 
cle on p. 48. 

In addition to his private prac- 
tice, Dr. Price is chief of the medi- 
cal staff and head of the depart- 
ment of pediatrics at the McLeod 
Infirmary, Florence, S. C. He is 
also medical director of the South 
Carolina Home for Crippled Chil- 
dren in Florence. 

Dr. Price's leadership in medi- 
cine is not limited to the local 
level; he has long been a champion 
of improved medical and hospital 
care on the national and state 
levels. He is currently secretary of 
the American Medical Association 
board of trustees as well as chair- 
man of the board of commissioners 
of the Joint Commission on Ac- 
creditation of Hospitals. 

During the first five years the 
South Carolina Hospital Service 
Plan was in operation, Dr. Price 
served as a member of the Blue 
Cross plan’s board of directors. 
He spent 10 years ag editor of the 
Journal of the South Carolina 
Medical Association. 

Dr. Price received his M.D. de- 
gree from Johns Hopkins Univer- 
sity School of Medicine. He did 
his undergraduate work at David- 
son (N.C.) College. 


Five years of accreditation 
(Continued from page 43) 


Q. is i trve in general thet the 
specialized hospitals like the tuberculosis 
hospitals have an easier time becoming 
eccredited because of the unity with 
which the staff works on the individual 
case? 

DR. BABCOCK: A good sized 
tuberculosis hospital I feel has an 
easier time being accredited be- 
cause of the closeness of its staff. 

Q. The Joint Commission is now going 
to survey mental hospitals. Are you go- 
ing to have a separate set of standards 
for mental hospitals? 

DR. BABCOCK; In the main our 
standards are still our standards, 
but there has to be a certain 
amount of flexibility just like there 
is in other specialty hospitals re- 
garding such things as nursing 
ratio. 

A tuberculosis hospital does not 
need the same ratio of nurses that 
a general acute hospital does. The 
same is true of psychiatric hospi- 
tals. We, therefore, have to use our 
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judgment and be flexible in the 
matter. 

Q. Will the Joint Commission require 
that mental hospitals be run by a psy- 
chiatrist? 

DR. BABCOCK: No. We say 
care must be given by or under a 
medical staff. 

Q. You do not see this as a require- 
ment of yours? 

DR. BABCOCK: We do not see 
it as a requirement. We would be 


sure on every visit to the mental | 


hospital, however, that there was 
actual good medical supervision at 
all times, and it was not just being 
used as a hotel for mental patients. 

Q. From time to time you hear com- 
plaints on the part of the licensing av- 
thorities in the various states, those who 
license hospitals, that their standards are 
higher than the standards of the Joint 
Commission with regard to physical facili- 
ties particularly. 

DR. BABCOCK: The Joint Com- 
mission has minimal standards 
and if any state has laws which 
are above our minimal standards 
then, of course, we feel that that 
hospital must conform to the state 
laws, and we have no quarrel with 
that. 

Q. Would you refuse to accredit oa 
hospital until it got a license? 

DR. BABCOCK: The American 
Hospital Association’s listing re- 
quirements say that in those states 
where there is licensure the hospi- 
tal must be licensed to be listed. 
And it must be listed to be sur- 
veyed for accreditation. 

Q. Deo yow find that those hospitals 
that request your surveys and fail to 
achieve accreditation come back and 
apply for another survey routinely? 

DR. BABCOCK: The great ma- 
jority do. In fact, we encourage it. 
We do not give dry runs, but if a 
hospital is nonaccredited, it has 
nothing to lose. Why not ask us 
to come in, and even though we 
nonaccredit you, this time you at 
least have the dry run that we 
couldn't give you if you just asked 
for it. 


Hospital association meetings 
(Continued from page 6) 


Ohio Hospital Association——March |0- 
13; Cincinnati (Netherland-Hilton 
Hotel) 

Hospital Association of Pennsylvania 
May 21-23; Atlantic City, N. J. (Con- 
vention Hall) 

Comite des Hopiteux du Quebec——June 


Give Someone You Love 


A Good Start 


+ 


Now it’s begun. He’s taken the first 
step on the path to the man you hope 
he'll be. Many more big steps are to 
come. Medical school? Law school? 
Who knows? It’s never too early to 
begin preparing for them. All parents 
want to help a child@as far through life 
as they can. His future will be more 
secure if you consider now a program 
of regular savings. Even small sums 
regularly applied to the purchase of 
U. S. Savings Bonds through the pay- 
roll savings plan will grow steadily into 
a very substantial sum. Or buy bonds 


regularly where you bank. 


PART OF EVERY AMERICAN’S SAVINGS 
BELONGS IN U.S. SAVINGS BONDS 


The U. S. Government does not pay for this 
advertisement. The Treasury Department thanks, 
‘for their patriotic donation, the Advertising 
Council and 
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SAVINGS 
BONDS 


fora BETTER FUTURE 
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25-27; Montreal (Montreal Show 
Mart) 

South Carolina Hospital Association—— 
April 24-25; Roanoke, Va. (Hotel 
Roanoke ) 

Tennessee Hospital Association—Moarch 
13-15; Chattanooga (Hotel Patton) 
Texas Hospital Association—May 5-8; 

Dallas (Statler-Hilton Hotel) 

Wisconsin Hospital Association—NMoarch 
13; Milwaukee (Hotel Schroeder) 

Puerto Rico Hospital Association—Janu- 
ary 11; San Juan (Puerto Rico Medi- 
cal Association Building) 


AHA INSTITUTES 
(THROUGH JUNE 1958) 
Directors of Hospital Volunteers—Janu- 


ary 14-16; San Francisco (St. Francis 
Hotel) 


(Continued from page 55) 


pital services should pay the full 
cost incurred in providing services 
for which they are responsible un- 
der their agreements with hospi- 
tals. 

1.400 Established rates to self- 
paying patients for similar serv- 
ices and accommodations should 
be based upon and be reasonably 
related to the full cost. 

With the growth of prepayment 
and social welfare, the older con- 
cepts of basing rates upon ability 
to pay or choice of accommodation 
are being increasingly questioned. 
Prepayment plans and social wel- 
fare agencies, as they accept the 
Principles of Payment for Hospi- 
tal Care, are urging that estab- 
lished rates be based upon and 


. reasonably related to the full cost. 


The public is expecting a proper 
explanation of the hospital’s pres- 
ent rate structure. To many hos- 
pitals this will prove to be a com- 
plicated and disturbing process 
requiring time to carry out fully. 
It is with these thoughts in mind, 
therefore, that the American Hos- 
pital Association recommends the 
following principles in establish- 
ing rates for hospital services: 

1. Rates for specific hospital 
services should be based on and 
reasonably related to the full cost 
(including operating cost and capi- 
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Dietary Department Administration — 
January 20-24; Dallas, Tex. (Adol- 
phus Hotel) 

Institute for Nurse Anesthetists—Jonu- 
ary 20-24; Omaha, Nebr. (Sheraton- 
Fontenelle Hotel) 

Nursing Supervision—February 10-13; 
Chicago (Shoreland Hotel) 

Hospital Planning and Organization 
Workshop—February 17-21; Louis- 
ville (Sheraton-Seelbach Hotel) 

Personnel Administration for Hospitals 
March 3-7; Birmingham, Ala. (Holi- 
day Inn) 

Hospital Laundry Management and 
Operation—March 12-14; Houston 
(Shamrock Hilton Hotel) 

Institute on Disaster Planning—March 
12-14; Boston (Somerset Hotel) 

Nursing Service Administration 
24-28; Detroit (Fort Shelby Hotel) 


March - 


ASSOCIATION 


Hospital Engineering——Apri! 1; Kan- 
sas City, Mo. (Bellerive Hotel) 

Planning and Working Together—Die- 
tary, Housekeeping and Nursing De- 
portment Directors——Apri! 7-!!; Chi- 
cago (Edgewater Beach Hotel) 

Medical Record Library Personnel Apri! 
14-16; Seattle, Wash. (Benjamin 
Franklin Hotel) 

Obstetrical Nursing Service Administra- 
tion—April 28-May 1; New Orleans 
(Hotel Monteleone) 

Institute for Occupational Therapists — 
April 28-May 2; Boston (Somerset 
Hotel) 

Hospital Auxiliary Leadership-—May 6- 
8; Chicago (Edgewater Beach Hote!) 

Central Service Administration —— May 
12-15; Pittsburgh (Roosevelt Hotel) 

Nursing In-Service Program——May 26- 
29; Colorado Springs, Colo. (Antlers 
Hotel) 


SECTION 


tal depreciation) of ‘providing 
these services. 

2. A general service charge for 
all commonly used services and 
supplies provided in _ relatively 
equal quantities to patients should 
be established for the following 
categories: 

a. a day rate charge for in- 
patients. 

b. a day rate charge for new- 
born infants. 

c. a visit rate charge for emer- 
gency room patients. 

d. a visit rate charge for out- 
patients. 

3. Variation in general service 
charges should reflect differences 
in the cost attendant on each type 
of accommodation. It is recognized 
that there may be special situa- 
tions where the individual requests 
a type of accommodation in excess 
of accommodations required for 
hospital care or for privacy, when 
the hospital may be justified in 
establishing premium rates. 

4. Unit rates should be estab- 
lished for all special or ancillary 
services and supplies that are not 
provided in relatively equal 
amount to patients, provided such 
services and supplies have a suf- 
ficient monetary value to justify 
making a unit charge. 

5. Unit rates for special or an- 
cillary services should be the same 
for all patients. It is recognized 


that there may be special situa- 
tions where traditional practices 
regarding physicians’ donated 
services may justify the establish- 
ment by the hospital of a lower 
unit rate for special or ancillary 
services to indigent or partially 
indigent patients. 

6. For full public understanding 
of the hospital’s rate structure, it 
is recommended that an itemized 
account that is readily compre- 
hensible be presented to each pa- 
tient regardless of the source of 
reimbursement to the hospital. 
Where special gifts, income from 
endowments, community  fund- 
raising grants, and tax subsidies 
have been designated specifically 
to underwrite the care of patients, 
such income should be used for 
their designated purposes, and 
amounts allowed to individual pa- 
tients should be indicated on their 
itemized accounts. 

Note: It is recognized that there 
are situations in which hospitals 
have found it advantageous to ap- 
ply the philosophy of inclusive 
rates for some categories of pa- 
tients or combinations of services 
in the establishment of charges. In 
so far as inclusive rate structures 
achieve a reasonable relation be- 
tween charges and the cost of serv- 
ices provided, they are not in- 
consistent with the underlying 
principles of this guide. 
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PRO RE NATA 


JOHN H. HAYES 


There are some people who can 
look awfully busy while doing 
nothing; and others who, when 
really busy, look as though they 
are resting. I know from experi- 
ence that the first kind gets tired 


faster. 


They say that an incessant talker 
is a person who has been vacci- 
nated with a phonograph needle. 
Would you say that a habitual 
cusser is a fellow who had been 
vaccinated with a darning needle? 


A friend in need is a friend indeed. 
But a relative in need is not unu- 


sual. 


With the American Hospital 
Association, the American College 
of Hospital Administrators, the 
Catholic Hospital Association and 
the Protestant Hospital Association 
holding meetings at different times 
of the year, the administrator of 
a religious hospital now has three 
annual national convention periods 
to consider, in addition to regional 
and state conventions. 

Anyone for tennis? 


It would not be nearly so diffi- 
cult to keep up with the Joneses 
if the Joneses stop trying to keep 
up with us. 

x * * 


There’s a lot more research 
being done in this country than 
you think. By little boys. And 
that’s how they get into trouble. 


@ 


SNAKE HOLLOW HOSPITAL 


NOTES: Our dietitian asks our 
farming friends to let her know at 
least two days in advance what 
produce they intend to donate to 
the hospital, so that she can better 
plan meals. Please do not send in 
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any more apples. Hiram Appleby 
has paid for his wife’s recent con- 
finement in Newtown Pippins. 

The Medical Board held its an- 
nual elections two weeks ago; and 
all members of the staff are now 
again on speaking terms. 

We regret to report that the 
portable TV set given to our Chil- 
dren’s Ward by the King’s Daugh- 
ters has disappeared. Someone 
took that word “portable’”’ literally. 


Despite what internes and resi- 


will tell you that there is no such 

thing as an uninteresting case. 
“od 

I’m always averse to a verse 

That attempts to make “horse” 
rhyme with “worse”; 

And, before I forget, 

What is even worse yet 

Is this so-called free verse that 
doesn’t rhyme or scan—like 
this—and no wonder it is free. 

A soft answer turneth away 

what a failure to answer often pro- 


dents sometimes think, any patient 


duceth. 


WOW AVAILABLE, AT YOUR FINGERTIPS .. . 


POTENT 
FORCE 
correspondence 
ENCOURAGING 
arranged by subject, following 
the pattern of the Standards for 
Hospital Accreditation 
@ everything the commission has 
AND IMPROVING to say about medical records, 
AM, governing boards, pharmacy, etc., 
HOSPITAL CARE 
Jt 


@ 0c compilation of requirements, 
recommendations and 
interpretations of the Joint 
Commission on Accreditation of 
Hospitals as they have appeared 
in print or in unpublished 


can be easily found in this volume 
$3.25 per copy 


AMERICAN HOSPITAL ASSOCIATION 


18 East Division St. 


hicago 10, Illinois 
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JANUARY 1, 1958 
SERVICES 


/ 
DISASTER PLANNING ¢onsulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B. Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


NURSE ANESTHETIST—2. 110 bed 
J.C.A.H. fully approved Hospital. 1 im- 
mediate vacancy, 1 vacancy Feb. Ist. 
Anesthesiologist in charge of department. 
policies and salaries. Ap- 
ply: r. William Colantoni, M.D., Anes- 
thesiologist, Brownsville General Hospital. 
Brownsville. Pa. 


MEDICAL SOCIAL WORKER, graduate of 
an approved school of social work for 
General Hospital with expanding program 
in Connecticut. Experience and training in 
a medical setting preferred but not essen 
tial. Good personnel practices. Salary scale 
$4,250-$5,500. Write HOSPITALS. Box L-3. 


STAFF NURSES: Immediate opening, new 
ultra-modern 220 J.C.A.H. approved general] 
hospital. New nurses residence nearly com- 
pleted. Forty-hour week, $285 starting sal- 
ary with $10 additional for evening and 
nights, good chance for advancement and 
experience in surgery and obstetrics, ex- 
cellent personnel policy, good workin 
conditions, social security. Attractive col- 
lege town of 25,000 population, close to 
Estes Park, Denver and Colorado Springs. 
Ideal climate, skiing, boating, etc. Apply 
Director of Nurses, Weld County General 
Hospital, Greeley Colorado. 


DIETITIAN: Excellent opportunity for 
ADA registered, hospital-trained person in 
therapeutic or administrative dietetics. 
Salary commensurate with training and 
experience. Chances for promotion excel. 
lent. Liberal benefits. Apply Personnel Di- 
rector, Iowa Methodist Hospital, Des 
Moines, Iowa. 


ANESTHETIST-NURSE. For 250 bed gen- 
eral hospital. Exceilent working conditions 
and personnel licies. Good starting sal- 
yy é Write: . Bert Stajich, Assistant 
Administrator, Columbia Hospital, 3321 N. 
im Avenue, Milwaukee 11, Wiscon- 


CLINICAL INSTRUCTORS needed in the 
following areas: (1) operating room tech- 
nique (2) medical and surgical nursin 
(3) pediatric nursing. Day, evening an 
night shifts. Integrated program: affili- 
ated with Drake University: students 
in school; 400 bed, fully approved, non- 
rofit hospital. Minimum qualifications: 
3.S. degree, preferable in nursing educa- 
tion. Salary open. 40-hour work week: 20 
working days vacation: sick benefits. Posi- 
tion open immediately. Apply Director of 
Nursing, Iowa Methodist ospital, Des 
Moines, Iowa. 


DIRECTOR OF NURSES: Ultra-modern 220 
bed J.C.A.H. approved general hospital 
opened in 1952. New nurses residence 
nearly completed, Bachelor degree _ re- 
quired—Masters degree desirable. Forty- 
hour week, ideal working conditions. Sal- 
ary open. Excellent personnel olicies, 
social security, and group hospitalization. 
Attractive college town of 25 popula- 
tion, close to Estes Park and Denver. Im- 
mediate opening. Apply Administrator, 
Weld County General Hospital, Greeley, 
Colorado. 


DIRECTOR — NURSING SERVICE AND 
EDUCATION: 300 bed general hospita 
with 150-student school of nursing, an 
expansion program in progress, needs Di- 
rector of Nursing to responsible for 
Nursing Service and School of ureins- 
Applicants should be in excellent health, 
between approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest's foremost 
institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 
rector, Milwaukee Hospital, 00 West 
Kilbourn Avenue, Milwaukee 3, Wisconsin. 
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THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago Hlinois 


ADMINISTRATORS: (a) Med. to succeed 
adm. retiring after long tenure; gen. 700- 
bed hosp; E. (b) Ass’t med. dir., 450-bed 
gen. hosp; duties include dir. res. prog; 
outside US: (c) Adm., 375-bed gen. hosp; 
Calif. (d) Adm., small approved gen. hosp; 
active staff: Fla. (e) oman adm., pref. 
RN, qual. dir. bldg prog; rés. town near 
univ. city, fashionable resort town, NY. 
(f) Ass’t; 250-bed hosp., teaching facility, 
univ. med. school: W. (g) Ass't: 200-bed 
gen. hosp; suburb, univ. city, E. H1-1 


ANESTHETISTS: (a) Free lance; fine o 
por. 50 miles from Chgo. (b) Staff, . 
bed hosp; mild climate; exp. start $6600 
$7800. (c) Join well established group, MW 
coll. town; $7200-$8400. (d) Complete staff 
of 2; small gen. hosp., no OB; aver. : 
Col. H1-2 


DIETITIANS: (a) Chief, 160-bed hosp., 
opening March; determine policies, select 
personnel, etc; $6000; Ill. (b) Nutritionist 
univ. med. schl resrch prog; leading west 
ern city, $5-$6000. H1-3 


DIRECTORS OF NURSING: (a) Dir. cen 
tral nursing office, leading Amer. indus. 
org; overseas assignment, $10,000, paid 
transportation. (b) Assoc. dir. nursin 
serv; 300-bed gen. hosp., ideal West Coas 
area; $6000 up. (c) Dir., nursing schl, serv; 

beds; coll. affil. schl, 300 students. 
$8000; leading city, MW. (d) Ass’t dir. 
nursing serv; outstanding oppor. rov. 
ability, initiative. renowned bed >. 
outside English speaking personnel; 
$7000 up. H14 


EXECUTIVE PERSONNEL: (a) Bus. mer. 
to direct accounting & credit dept; 350-bed 
gen. hosp. affil. man group; E. (b) Ac 
countant qualified to direct bus. office; new 
60-bed gen bidg prog. will double 
capacity; Fla. (c) Personnel dir: 900-bed 
teaching hosp; univ. city, ; $8000. 
(d) Clinic mgr; 12-man group; W. (e) 
Purchasing agent; 300-bed gen. hosp; Calif. 
(f) Food serv. dir.; 250-bed hosp; expan. 
sion prog; to $8000. H1-5 


EXECUTIVE HOUSEKEEPERS: (a) Dir.. 
bldg serv. ldry; 250-bed hosp., lge metro 
politan area; $7000. (b) Reorgan. facil. 500. 
bed hosp; W. Coast; top cal. H1-6 


FACULTY POSTS: (a) Ob: outside US: 
top ranking school 200 English speaking 
students; renowned hospital; $5500. (b) In 
structors for Adult Educ. Prog. pract. nurs 
ing classes; 35-hour week, 5 days: to $7500: 
near Chgo. (c) Psy. instr. with adm abil. 
act as asst dir, leading univ. med. center 
psy. unit; $7000 up; W. (d) Guidance, 
recreation; counsel schl of nrsg students; 
ge Myo oppor. near NYC; also univ. ctr. 
Oo. 


MEDICAL RECORD LIBRARIANS: (a) To 
set up dept new 80-bed hsp for April ‘58: 
ocean resort; SE. (b) Head dept, small 
cancer resrch hosp; : leading E. City. 


SUPERVISORS: (a) Day. night; 600-bed 
hosp; five day wk; leading city. Great 
Lakes; $5000-$5400. (b) Nursing serv. of 
conval; rehab. hosp; $5000-$5500;: Southern 
Ohio. (c) Ped; charge of 150-bed children's 
unit; eases oppor; $5000 up. (d) OR: 
ige tch’g hsp commuting distance. NYC; 
$6200. (e) Med., ass’t med, ass't night: 
univ. hsp overseas; English speaking stu. 
dents from 20 countries; paid transp. H1-9 


HOSPITAL PERSONNEL BUREAU 


220 E. Lexington St. Baltimore 2, Md. 
No registration fee. LExington 9-5029 
C. J. Cotter Associates R. J. E. Guild 


NATION-WIDE PLACEMENT SERVICE 


Openings for Administrators, 
Anesthetists, Dietitians, Director of Nurs- 
ing, Instructors and all RN Categories; 
Lab. and X-ray Technicians, Phys. era- 
ists, Social orkers, Pharmacists, Exect. 
ousekeepers, Comptrollers and all hospi- 
tal categories. 


Licensed Employment Agent 


ISIN 


OUR 61st YEAR 


WOODWARD 
cal Rrsonnel Bureau 


floore1BS N.WABASH AVE. 
CHICAGO 


ANN WOODWARD ¢ 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Medical; ve 
large, full apprvd hosp; irg city; E. (b 
Req's degree or 5 yrs exp; two new 1 
bd genl hsps; to $15,000; troit area. (c) 
Fully apprvd, 350 bd hsp; outstndg Bd & 
staff: must be affil, ACHA; min 000. 
(d) Genl, vol hosp; open ist unit, 60 bds 
soon; 80 bds, Fall 58; $8500; increases; nr 
coast; So. Calif. (e) Man or woman w/de- 
ree; 100 bd gen hosp; %7,000; W. (f) New 
co . 70 bds; $6,000; univ med sch city; 
MW. (g) Small retirement home; $6,000; on 
Gulf of Mexico; SE. (h) Medical: Full ap 
prvd tchg hosp, 450 bds; $15,000, increases, 
6 mos: home & utilities; E. (i) Supervise 
rowth, med schl affil hosp fairly lge size, 
eveloping into oe children center; 
rea’s academic bckgrnd & MACHA; Cen- 
tral. (j) JCAH, genl 100 bd PP degree 
not req'd; about $9,000; MW. (k) 30 bd 
genl hosp; $6-7,000; twn 5,000; Ind. 


ASSISTANT ADMINISTRATORS: (1) Full 
chrge 150 bd TBc unit, 800 bd hosp sys. 
tem; oppor advance; Calif. (m) Work un. 
der, report to FACHA Ist yr; then, adm 
with own responsibilities; 200 bd hosp; 
univ twn; New Eng. (n) Children’s hosp, 
lge size; oy assume directshp sev! yrs; 
univ city; ~ (0) Medical: To dir training 
rogram excluding nursing; supervise pro 
essional services; outstanding vol 
hosp large size; tropical Pacific Island. 


ADMINISTRATIVE POSTS: (p) Adm asst; 
male or female; pref RN w/some lab, x-ray 
exp: full chrge, emergency room & OPD, 
450 bd JCAH hosp; excel oppor advance; 
Mid E. (q) Adm asst; sag mm ub rel: 
report dir to adm; fairly lge JCAH hosp, 
vic Sault Ste. Marie, Mich. (r) Personne! 
Dir: vol gen] JCAH hsp 300 bds; $5-6,000; 
60,000: Central. (s) Clinic Manager; 
15 Board or elig men est ‘46; employ 50 
persons; also manage corp owned real 
estate: expansion prog: excel for one 
exper hosp admin; coll twn, Central. 


EXECUTIVE HOUSEKEEPERS: (a) Qual 
assume full chge dept, hsp now expand’g 
to 250 bds: also 120-bd nurses home; univ, 
capital city; MW. (b) Med sch affil 400-bd 
TBc hsp: sal, full mtce; nr impor univ 
med ctr, SE. (c) Full chge hskpg, ldry: 
90-bd hsp to be compl June ‘58; twn 10, 
nr lge clty, Great Lakes. (d) Hsp or hotel 
background cons for fairly new, 250-bd 
en hsp; $4800; Calif. (e) Supv staff of 
55: hsp now expand’g to 170 s; to 4 
impor univ med ctr; E. (f) Female only: 
to age 51: apprv'd 400-bd TBc hsp; to 
$5000: NYC vicin. (g) Qual assume chee 
dept staff’'d by 50; very ige gen hsp; 

up; Pac NW. 


SHAY MEDICAL AGENCY 
Blanche |. Shay, Director 


55 East Washington Street 


Chicago 2, Ill. 


ADMINISTRATORS: (a) Calif. 300 bed 
hospital. At least 4 years experience in 
administrative ed required. $14,000. 
(b) Middle West. 30 bed hospital. (c) 
East. 70 bed hospital. for chronically ill 
and slightly mental. $6000 start. (d) Mid. 
die West. New 65 bed hospital for aged. 
(e) Assistant. West. 230 bed teaching hos- 
ital. Prefer degree in hospital administra- 
oe $6600. (f) Administrative Assistant. 200 
bed hospital near Washington, D.C. Ex. 
rience in dietary or pharmacy preferred. 
Administrative Assist. 
ant. Middle West. 170 bed hospital in 
resort area. 


PHARMACISTS: (a) Staff. South. 400 bed 
general hospital. $5700. (b) Chief. Calif. 
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SHAY MEDICAL AGENCY continued 


60 bed oe hospital near San Francisco. 
$6300. (c) Chief. Middle West. 125 bed 
hospital. $6000. (d) Chief. South. 300 bed 
teaching hospital in city of 100,000. $6600. 
(e) Director-Instructor. South. 600 bed 
teaching hospital. Organize, direct phar 
macy and instruct pharmacy interns. $8000. 
(f) Chief. Pacific Northwest. 100 bed hos 
ital—do all purchasing for pharmacy. 


PSYCHOLOGISTS: (a) West. 400 bed hos 
pital. 2 years exp. in clinical psychology 
required. Supervise psychology students 
and interns. $6900. (b) Middle West. Large 
papernansse hospital. $6900. (c) South. Cer 
tified psychiatrist needs psychologist on 
his staff. PhD preferred but will consider 
masters. To $8000. (d) Clinical Psycholo 
gist. Well known clinic. South. To 


NOTE: We can secure for you the position 
ou want in the hospital field, in the 
ocality you prefer. rite for an appli 
cation—a stcard will do. ALL N 
TIATIONS STRICTLY CONFIDENTIAL 


POSITIONS OPEN 


REGISTERED DIETITIANS: Therapeutic, 
A.D.A. members, for 350 bed hospital in 
Chicago area, recently expandec rite or 
apply to Miss Margaret L. Schoeneich, 
Memorial Hospital, Elm 
urst, Il. 


Experienced REGISTERED NURSE for 
evening supervision in 150 bed hospital, 
with School of Nursing. Sacred Heart Hos 
pital, Pensacola, Florida. 


DIETITIAN wanted. A.D.A. or equal, full 
charge of department in 55 bed general 
hospital, modern kitchen, excellent condi 
tions, salary open. Apply Administrator, 
—— Memorial Hospital, Bath, New 
ork. 


DEPARTMENT HEAD—Large central sup 
ply department. Logistic for 
all equipment and supplies in care of pa 
tients. Qualified hospital administration 
course graduate, professional nurse or col 
lege pogpares lay rson. Contact: Direc 
tor of Personnel, e Johns Hopkins Hos 
pital, Baltimore, Maryland. 


LIBRARIAN, MEDICAL RECORD—Regis- 

tered. To assume charge of record room. 

135 bed general hospital, 40 hours—salary 

open. Contact Miss G. A. Cooper, Woman's 
ospital, Cleveland, Ohio. 


POSITIONS WANTED 


ADMINISTRATOR: B.S., Hotel Adminis- 
tration, Cornel, age 37 years. Member, 
A.C.H.A. 9 years hospital experience; in 
present position over 5 years. Well quali. 
ed all phases; excellent experience in 
modernization, enlargement and planning 
of hospital facilities. Desire change for 
advancement. Locate in Mid or Southwest. 
Apply HOSPITALS, Box 1-2. 


I AM A PUBLIC RELATIONS MAN WHO: 


Has the ability to build a sound program 
of public relations, development and an 
nual giving worked out in terms of local 
conditions, local people, rr history, pres 
ent accomplishments and future aims. 


Has.a combination of skilled techniques, 


imagination, sound judgment, high integ 
rity and unshakable determination. 


Likes people, understands and respects. 


them. 


Has the breadth and common sense that 
doesn't force issues, but rather plants seeds 
and allows them to grow without disturbing 
the ground. 


IF YOU ARE INTERESTED I'd like to 
poor from you. Write HOSPITALS, Box 


ASSISTANT ADMINISTRATOR: M.S. 
Hosp. Adm., Member ACHA., 4 yeafs Asst. 
Adm., 300 bed hosp. Desires more reepes 
sible pane. Age 31. East. Apply HOS. 
PITALS, Box I-7. 
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THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 


Chicago 11, Illinois 


ADMINISTRATOR: Med: MPH (Yale) 7 
yrs. asst supt, 1200-bed gen. hosp; 3 yrs 
—_ staff. one of leading org. in grad. 
med. 


ADMINISTRATOR: MHA; adm. res., tch'g 
nos 6 yrs. assoc. adm.. 500-bed univ 
afil. hosp; Member, ACHA. 


ADMINISTRATOR: RN; degree in Hos 
adm; 16 yrs. dir.. 125 bed hosp., 6 yrs. 
beds; FACHA. 


COMPTROLLER: B.S.; 7 yrs. head dept. 
bed hosp. 


PATHOLOGIST; Dipl, 4 yrs, assoc. path.. 
tch’g hosp. and on taculty med. school as 
assoc. prof; 5yrs.. dir. dept. 300 bed gen 
hosp 


PERSONNEL DIRECTOR: BS. (Major. 
Personne! Relations); 4 yrs. pers. dir., 400 
bed hosp. 


RADIOLOGIST: training in tch’ 
hosp; 3 yrs, priv. & hosp. pract; cert. a 
branches. 


OUR 61st YEAR 


WoOoDWARD 


cal Br sonned Bureau 
NM. WABASH AVE. 
CHICAGO. 
ANN WOOOWARD Director 


Telephone RAndolph 6-5682 


ADMINISTRATOR: B.S. (bus adm) MHA; 
yrs res, 700 bd —~¢ l yr, asst adm, 2 yrs 
adm, same 500 genl hosp; active in 
hosp affairs; early 30's; any locality; Nom 
inee ACHA. 


ADMINISTRATOR: AB, Master (hsp 
adm); 7 yrs adm exper; since ‘4 adm 1 


bd genl hsp: seeks larger hsp, SE, SW, 
Texas; early 30's; Member ACHA. 


PATHOLOGIST: 2 yrs, asst path, 300 bd 
hosp; 2 yrs, priv pract, = & attendy 
ath, 2 hsps, 600 bds, capacity; seeks dirshp 
— dept; 35; Dipl, CP, PA. 


RADIOLOGIST: 6 yrs, rad, lige hsps; capa 
ble dept admin; excel professional qual; 
highest integrity, seeks asst or assoc, lige 
hosp; Diplomate. 


RADIOLOGIST: MS (rad); 6 yrs chief, 
rad, 700 bd ne hosp: Dipl, diagnosis. 
therapy, well qual isotopes. 


EXECUTIVE HOUSEKEEPER: early 50's; 
ast 2 yrs, full chge dept, medium sized 
bee: seeks similar post, lge hosp; 


EXECUTIVE HOUSEKEEPER: male; mid- 
30's: 4 yrs exp, full chge dept, 500-bd long 
term hsp: seeks similar post, gen hosp up 
to 1000 s; So, SW only. 


EXECUTIVE HOUSEKEEPER: 50's; over 
20 yrs hskpg exp, incl 14 yrs, 1 2300-bd 
facil: highly recommend'd; st only. 


EXECUTIVE HOUSEKEEPER: late 40's; 
coll grad w/elementary sch teach’g exp: 
past 1% yrs, exec hskpr 200-bd gen hsp; 
seeks similar post, Pac NW pref. 


SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
55 East Washington Street 


Chicago 2, Ill. 


ADMINISTRATOR: Age 47. M.S. degree 
in Hospital Administration.. 7 years_ ex- 
perience as hospital administrator. FILE 
= WEH. 


ASSISTANT ADMINISTRATOR: Age 32. 
M.S. degree in hospital administration. 3 
years experience in hospitals as adminis 
trative intern, teaching assistant and ad 
ministrative resident. FILE = GS 


PERSONNEL DIRECTOR: Age 49. A.B. 
degree. 17 years hospital personnel experi 
ence. FILE # AC. 


Effective 


but low-cost 


Communications 


Classified advertising is the lowest- 


cost method of advertising. 


It can 


serve your hospital effectively when 


you are recruiting employees or when 


you have used equipment to sell. 

Here is the audience for your adver- 
tisement . . . HOSPITALS’ subscribers 
include more than 9,000 hospitals 
and administrators, 1,800 department 
heads, 700 governing board members 
in addition to approximately 4,500 


others. 


The classified advertising rate is 30 
cents per word with a minimum of 
$4.50 per insertion. Deadline: 30 days 
before publication date of the issue. 


HOSPITALS 


Journal of the American Hospital Association 


18 East Division Street, Chicago 10, Illinois 
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Mark your new calendar now ... 


August 18-24, 195& 


AMERICAN HOSPITAL ASSOCIATION CONVENTION 


— CHICAGO — 


INTERNATIONAL AMPHITHEATER 
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Now available 


BUFFERIN. 1000's 


in a package - 
especially designed for the 
modern hospital pharmacy 


BuFrFerin—the better-tolerated 
antacid analgesic—is especially 
valuable for the treatment of 
arthritis and other conditions which 
require high-dosage, long-term 
salicylate therapy. BUFFERIN 
contains no sodium, thus is suitable 
for patients on salt-free diets. 


Reprints of articles on the 
pharmacology and clinical use 
of BUFFERIN are available 

on request. 


1000 TABLETS 
OR HOSPITAL USE 


@ SAVES SHELF SPACE 


@ SAVES TIME IN 
DISPENSING 


e ECONOMICAL 


e IN AMBER 
SPACE-SAVER 
BOTTLES 


Each BUFFERIN tablet combines ° 
5 grains of aspirin with the 
antacids aluminum glycinate 
and magnesium carbonate. 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, N. Y. 


4% 
MADE USA. 
€ 


..-a Better Technique 
Ow for Patient Utensils 
= 
the 


UTENSIL WASHER 
=«SANITIZER 


a a American Utensil Washer-Sanitizer provides efficient equipment 
- to carry out an improved technique in preventing the transfer of 
se communicable diseases among patients and hospital personnel. Con- 
Ts venient and automatic, it washes and sanitizes three full sets of 
<4 patients’ utensils in two loads ... at a speed well within the normal 
Be discharge-and-admission rate. Simple and economical to install and 
il operate, the Washer-Sanitizer saves personnel time, reduces utility 
room clutter and assures uniform cleaning and sanitizing at less cost. © The Amarone 
Sonitizer is available with stoinless 
utili lean- 
For complete information on this new Utensil Technique, po 


oo write for bulletin SC-321. obove. 


AMERICAN 
STERILIZER Offices in 14 Principal Cities 


ERIE*PENNSYLVANIA 
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